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EXECUTIVE SUMMARY

There have been more than a half million drug overdose deaths in the United States since 2000, with over
70,000 drug overdose deaths in 2017 alone, a majority involving opioids. Despite interventions at all levels
of government, opioid mortality continues to rise, prompting new, innovative solutions to address the opioid
epidemic. In particular, court systems, flooded with opioid-related court cases, have a unique opportunity
to convene stakeholders, implement evidence-based programs, and share information necessary to address
the opioid epidemic.

In 2016, the State Supreme Court of Ohio convened a multi-state collaborative, the Regional Judicial Opioid
Initiative (RJOI), among partner judicial agencies in eight states: Illinois, Indiana, Kentucky, Michigan,
North Carolina, Ohio, Tennessee, and West Virginia. The explicit intention of RJOI is to develop regional
solutions to the opioid epidemic from a court perspective, while strengthening collaboration among
stakeholders.

To address data and research needs of RJOI, a data action partner was tasked with collecting, sharing, and
analyzing data from the RJOI states to inform decision-making around potential strategies. A data
visualization platform of the RJOI states was created to display different measures relevant to addressing
the overdose epidemic, such as:

e sociodemographic and economic indicators,

e drug overdose death rates,

e buprenorphine prescribers, and

e prescription drug monitoring program (PDMP) statistics.

An analysis of this data visualization shows several notable overdose hotspots among the RJOI states,
particularly along state lines. For example, high rates of overdose deaths appear to be concentrated in the
southern regions of West Virginia and Ohio, and along the eastern border of Kentucky. Further, analysis
shows a low rate of buprenorphine prescribers within the region, especially in rural areas, as well as a high
level of drug-related court filings in both urban and rural areas.

Based on findings from the data visualization as well as recommendations from the Centers for Disease
Control and Prevention, researchers propose several evidence-based interventions for addressing the drug
overdose epidemic within the RJOI region, including:

1) Assessing data infrastructure and collaboration,

2) Helping facilitate medication-assisted treatment (MAT) within justice settings,
3) Considering harm reduction within a judicial framework, and

4) Reducing barriers to care in rural areas.

Despite the utility of the data visualization, several limitations to data analysis exist. For example, states
varied dramatically in which type of data were available and submitted for the visualization, as well as in
terms of how various measures were defined. Further, some states had missing data for some variables.
While there are limitations to the visualization developed through the RJOI initiative, this tool can serve as
a preliminary way to geographically prioritize interventions aimed at combatting the overdose epidemic.



BACKGROUND

In 2016, the State Supreme Court of Ohio convened a multi-state collaborative, the Regional Judicial Opioid
Initiative (RJOI), among partner judicial agencies in eight states: Illinois, Indiana, Kentucky, Michigan,
North Carolina, Ohio, Tennessee, and West Virginia. The explicit intention of RJOI is to develop regional
solutions to the opioid epidemic from a court perspective, while strengthening collaboration among
stakeholders. Participants include chief justices, state courts, state criminal justice agencies, state public
health agencies, legislators, treatment providers, medical experts, PDMP managers, regulatory entities, and
child welfare representatives. The National Center for State Courts (NCSC) provides project management
for the collaborative initiative.

To address data and research needs of RJOI, a data action partner was tasked with collecting, sharing, and
analyzing data from the RJOI states to inform decision-making around potential strategies. Dr. Brad Ray
oversees the action research for RJOI; these efforts originally started at the Indiana University Center for
Health and Justice Research (CHJR) and will transition along with Dr. Ray in his new role as Director of
the Center for Behavioral Health and Justice (CBHJ) at Wayne State University. The early results from
these efforts have been utilized to develop a data visualization platform which displays different measures
relevant to addressing the overdose epidemic. To date, the visualization integrates sociodemographic and
economic indicators, as well as rates of drug overdose deaths, buprenorphine prescribers, and prescription
drug monitoring program (PDMP) statistics (Figure 1). Using this visualization, along with scholarly
literature on evidence-based practices to address opioid overdose and a survey of RJOI membership, this
report outlines several broad recommendations for RJOI stakeholders to consider, while providing direction
for future research within this initiative.

Figure 1. RJOI Tableau Visualization
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THE OVERDOSE EPIDEMIC &
EVIDENCE-BASED PRACTICES

There have been more than a half million drug overdose deaths in the United States since 2000, with over
70,000 drug overdose deaths in 2017 alone (1). The majority of these deaths have been opioid-related;
however, the role of opioids has varied dramatically across three waves of the epidemic, each resulting in
increasing death rates (2). The first wave began in the 1990s and was characterized by prescription opioid-
related deaths (3,4). Reduced availability of these prescription medications likely resulted in the second
wave of the epidemic which began in 2010 and was driven by increasing heroin use and a corresponding
increase in illicit opioid deaths (3,5,6). The third wave started in 2013 and has been driven by illicit fentanyl,
a synthetic opioid that is 50 to 100 times more potent than morphine (7,8). There is how growing evidence
that the third wave of this epidemic is disproportionately affecting racial and ethnic minorities (9) with the
largest relative increase in opioid-related overdoses from 2016 to 2017 occurring among African Americans
(10).

As the overdose epidemic persists throughout the United States, several evidence-based practices have been
identified to address this public health crisis. By definition, evidence-based practices are those that have
been rigorously tested and evaluated for effectiveness. In context of the overdose epidemic, these include
practices that work to prevent problematic substance use and overdose, provide treatment and support for
those living with substance use disorder (SUD), and promote healthy living and working environments for
those in recovery (10). According to the Centers for Disease Control and Prevention (CDC), the four
guiding principles of effective overdose prevention strategies should be: 1) know your epidemic, know your
response; 2) make collaboration your strategy; 3) nothing about us without us, and 4) meet people where
they are (10). As such, overdose prevention stakeholders suggest having a common understanding of the
data and extent of collaboration among policymakers and public agencies, but also providing a voice for
those directly affected by evidence-based practices—recognizing the diversity of need and stages of
behavioral change. Based on these guiding principles, the CDC developed a list* of evidence-based
strategies for preventing opioid-related overdose specific to the United States, which includes:

e Targeted Naloxone Distribution,

e Medication-Assisted Treatment (MAT),

e Academic Detailing,

e Eliminating Prior-Authorization Requirements OUD Medications,

e Screening for Fentanyl in Routine Clinical Toxicology,

e 911 Good Samaritan Laws,

o Naloxone Distribution in Treatment Centers and Criminal Justice,

e MAT in Criminal Justice Settings and Upon Release,

e Initiating Buprenorphine-based MAT in Emergency Departments, and

e Syringe Services Programs (SSPs).
Within this report, the CDC notes several “trailblazers,” which are local jurisdictions that were the first to
implement and generate evidence for practices. Given that local innovation is often the starting point for
evidence-based practices—and the fast pace at which prevention and treatment approaches are being
adapted, developed, and evaluated—researchers at the Indiana University Richard M. Fairbanks School of

Public Health and the Center for Health and Justice Research (CHJR) identified the landscape of strategies
currently being used to combat the opioid epidemic nationally, as well as the evidence behind these

L Full report here https://www.cdc.gov/drugoverdose/pdf/pubs/2018-evidence-based-strategies.pdf



strategies.? Strategies were separated into three categories: prevention, treatment/recovery support, and
harm reduction. These strategies were then ranked via a letter grade (A-F) on effectiveness in treating SUD.
A modified list of these strategies and their corresponding grades can be found in Appendix A. Examples
of interventions with a high letter grade include those that provide expanded treatment resources and
engagement, funding, education, access to MAT, and have an emphasis on harm reduction.

EVIDENCE-BASED STRATEGIES IN RJOI STATES

In response to early data collection efforts, the data action partner distributed an electronic survey to RJOI
stakeholders. In particular, the survey asked RJOI members about their attitudes toward evidence-based
practices and the state of implementation of several policies and programs. These included naloxone
distribution, Medicaid reimbursement of MAT, overdose toxicology surveillance, 911 Good Samaritan
laws, jail- and prison-based treatment, and SSPs. Overall, RJOI members are overwhelmingly receptive to
using evidence-based practices. Nearly all survey respondents indicated that they find evidence-based
strategies to be useful in practice and are likely or very likely to implement them if training and support are
provided.

However, we see evidence of inconsistent knowledge about the availability of several programs, policies,
and laws at the state level. For example, nearly a third of survey respondents were unsure if their state
engaged in overdose toxicology surveillance. We observed similar levels of uncertainty around Medicaid
reimbursement of MAT, 911 Good Samaritan laws, and SSPs. With respect to naloxone distribution and
availability of jail- and prison-based treatment, fewer respondents indicated that they were unsure about
implementation. Given the salience of the latter two programs, it is intuitive that survey respondents were
more familiar with them in the context of their own states. We also saw inconsistency between respondents
from the same state on whether an evidence-based practice is in place. For example, respondents from one
state were divided on whether their state allows Medicaid reimbursement of MAT: 2 respondents answered
“no,” 3 answered “yes,” and 5 were “unsure.” In short, analysis of this survey data reveals an opportunity
to better align knowledge of evidence-based practices among RJOI members and more broadly within the
region. Future data evaluation efforts should include an inventory of evidence-based programs in place for
each state.

2 Original report: https:/Aww.rmff.org/wp-content/uploads/2018/06/Richard-M.-Fairbanks-Opioid-Report-October-2018.pdf



ANALYSIS OF THE RJOI VISUALIZATION

Before providing recommendations for RJOI stakeholders, the research team aimed to utilize the RJOI
visualization tool (Figure 1, page 5) to identify key hotspots based on available data and measures. The
data integrated into this visualization comes from several publicly available sources (11,12), but also
includes elements collected by the evaluation team. It is important to note that states varied dramatically in
which type of data were available and submitted for the visualization; perhaps more importantly, states also
varied in terms of how measures were “operationalized,” which refers to the process of defining measurable
factors. Thus, the operationalization process takes ambiguous concepts and allows them to be measured
empirically and quantitatively. For example, for the number of opioids prescribed in a county, one state
may count prescriptions by pill, others by morphine milligram equivalents, sometimes considering patches
or liquids and other times not. Similarly, many states do not have a standard definition of “drug-related
criminal charges,” while others do. While the issue of operationalization does not necessarily impact the
quality of the data, it is important to note that, along with missing and unavailable data, CHJR researchers
considered these factors in developing the descriptive analysis of the RJOI visualization.

HOT SPOT ANALYSIS

Before presenting the findings within and across each of the RJOI states using the online visualization tool,
we begin with a brief overview of the “hotspot™” counties within each of the states. Table 1 uses national
data from the CDC to show the top five counties across each of the RJOI states that have the highest age-
adjusted overdose mortality rate (per 100,000 persons). As described further below, the overdose data are
pooled from 2011 to 2017 to avoid potential suppression (i.e., data are not provided from the CDC when
the number of deaths is less than 10) that might under-represent problems in rural areas.

Table 1. Top Five Counties by RJOI State using Age-Adjusted Overdose Rate, Pooled 2011-2017

RJOI State One Two Three Four Five
lllinois Jersey (29.1) Winnebago (28.6) Madison (24.4) LaSalle (22.3) Franklin (22.0)
Indiana Scott (50.9) Fayette (46.9) Wayne (43.0) Grant (33.7) Blackford (32.2)
Kentucky Leslie (61.4) Floyd (57.2) Gallatin (55.2) Estill (54.7) Clinton (54.4)
Michigan Monroe (29.1) Calhoun (26.6) Wayne (25.8) St. Clair (25.4) Crawford (24.2)
North Carolina Brunswick (31.4) Cherokee (30.8) Wilkes (29.4) Burke (28.0) Pamlico (26.8)
Ohio Montgomery (51.3) Brown (45.3) Butler (44.9) Clark (42.4) Fayette (42.2)
Tennessee Clay (49.5) Benton (40.6) Hardin (37.9) Cannon (36.8) Roane (36.7)
West Virginia Wyoming (85.7) McDowell (83.1) Cabell (76.1) Boone (69.5) Mingo (67.4)

*Data from CDC WONDER, Accidental Fatal Overdoses (ICD Codes X40-X44)

Figure 2 illustrates the location of those counties that have been heavily impacted as part of the overdose
epidemic. It is important to note where these locations overlap among RJOI states but also point out how
often these counties are located near state borders. For example, there are observable patterns across
southern Indiana and Ohio as well as the western side of West Virginia and eastern Kentucky; even where
there is not overlap between states, it is notable that highly impacted areas are located at state borders.

Looking more broadly across the RJOI states, we found high rates of overdose deaths appear to be
concentrated in the southern regions of West Virginia and Ohio, and along the eastern border of Kentucky
(Figure 3). However, it is important to consider that the visualization includes all overdose deaths (not just
opioid-related), and that all overdose deaths are pooled, 2011 through 2017. This is due to widespread
evidence of the undercounting of opioid-related overdose deaths among the RJOI states (13-15) and the
use of data suppression by the CDC for counties with less than 10 cases—disproportionately impacting the
ability to visualize data in especially rural counties. While the visualization is not able to distinguish



Figure 2. Top Five Counties by RJOI State using Age-  Petween the three waves of the overdose epidemic
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analgesics. In particular, West Virginia has
received nationwide attention for vast over-
prescribing among physicians as well as the
distribution of large amounts of prescription pills
via “pill mills.” Pill mills are locations in which
certified healthcare providers prescribe large
amounts of opioids to patients despite a lack of
medical necessity. A total of 20.8 million
prescription opioids were distributed to a small
town in Mingo County, West Virginia, where
they were then made accessible to patients
through physicians who have since been arrested
for their role in facilitating opioid addiction
(16,17). As shown in Figure 4, the rate of
prescription opioid pills for Mingo surpassed
over 40.8 million pills per 100,000 persons in the
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Figure 3. Age Adjusted Overdose Rates by County
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It appears buprenorphine providers are
concentrated in urban areas. As illustrated by
the RJOI visualization in Figure 5, the
number of buprenorphine providers in many
rural areas is suppressed. Even in urban areas
of the RJOI region, it appears there are not
many buprenorphine providers outside of a
few select urban counties.  These
visualizations reveal an inconsistency
between the availability of buprenorphine
providers and demonstrated need within the
state. For example, Illinois has hundreds of
buprenorphine prescribers and most seem to
be concentrated in Cook County, which
despite being the second most populous
county in the United States, has a fatal
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Unfortunately, only a few states were able to
provide data on the number of adult or
juvenile drug-related court-case filings
(Indiana, Michigan, and Kentucky). These
states varied in the number of years for which data were available, as well as the operationalization of what




constitutes a “drug-related” case filing. Nonetheless, the visualizations illustrate a high level of court filings
not only in urban areas but, when adjusting for population, several rural counties exhibit disproportionately
high rates as well. For example, in Indiana, the rate of adult drug-related court filings is more than five
times higher in Rush County than Marion County (Indianapolis) which had the highest count. Similarly, in
Michigan, the rate is four times higher in Crawford County than Wayne County (Detroit) where the count
was the highest (Figure 6).

Finally, there are several notable overdose hotspots among the RJOI states, particularly along state lines.
For example, the counties along the eastern part of Kentucky and counties along the western part of West
Virginia have high rates of age-adjusted fatal overdoses, with Wyoming County having the highest rate of
overdose deaths in this area at 98.5 per 100K people. Within Michigan, there are two primary regional
hotpots: the southeastern side of the state along the Ohio border and the southwest side of the state bordering
Indiana.

For example, St. Clair County has the highest rate of age-adjusted overdose deaths. This hotspot is better
reflected in the intersection of Illinois, Indiana, and Michigan along the southern side of Lake Michigan.
The large concentration of overdose deaths in the area where Kentucky and West Virginia meet continues
down into the northeast region of Tennessee as well, specifically in Clay County. The eastern areas of North
Carolina have suppressed rates of overdose deaths; but these rates increase toward the western area of the
state as it meets with other RJOI states, specifically Tennessee. As such, North Carolina is also affected by
the overdose death hotspot that begins in West Virginia and travels south.

Figure 4. Mingo County, West Virginia Figure 5. Owen County, Indiana
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Figure 6. Crawford County, Michigan
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RJOI NETWORK SURVEY

Complementary to data visualization and analysis efforts, the research team administered a survey to RJOI
members across the eight states. This data was analyzed using social network analysis (SNA) to better
understand the ways that individuals interact, the flows of data and information, and key players in the
network. Because the explicit intention of RJOI is to develop regional solutions to the opioid epidemic
while strengthening collaboration among stakeholders, SNA is particularly appropriate. Results of the
network analysis reveal several network structures at the federal, state, and individual level.

In the spring of 2019, an electronic survey was sent to all RJOI participants (n = 172) to capture types and
quality of collaboration occurring within the RJOI initiative. The survey asked respondents about their
attitudes toward evidence-based practices (EBPs), data- and information-sharing, and their professional
network surrounding the opioid epidemic. Questions were presented in both open- and closed-ended
formats.

A total of 109 responses were recorded in the Qualtrics

Table 2. Survey Respondents by State
survey platform, for an overall response rate of 63.3

percent. However, some of the responses included State Respondents Percent
significant missing data (n = 18) or respondents declined | Ohio 21 24.1
to consent to the study (n = 4). Adjusting for these Tennessee 14 16.1
responses, the final sample size is 87 individuals, or half .

of the total RJOI membership. Table 2 describes the Indiana 12 13.8
distribution of complete survey responses by state. |Michigan 11 12.6
Nearly one-fourth of respondents are employed with an | West Virginia 9 10.3
Ohio organization, followed next by Tennessee, Indiana, | Kentucky 8 9.2
and Michigan. These four states comprise two-thirds of Minois 7 8.0
survey respondents. North Carolina c c7
Data collection was discontinued in late May of 2019, Total 87 100.0

and the research team began analysis. Specifically, social
network analysis (SNA) was used to understand the nature and quality of collaboration among stakeholders
in RJOI states. The aim of SNA is to understand a community by mapping the relationships that connect
the network. A network map is a visualization of SNA, where each node represents an individual and each
tie represents a social connection between them. Results of these analyses are leveraged to better understand
the ways that individuals interact, the flows of information, and key players within the network. Based on
captured survey data, the research team identified several networks and subgroups among RJOI
participants. While the remainder of this report discusses the most prominent findings, additional network
maps and analysis can be found in Appendix B.
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CHARACTERISTICS OF RJOI STAKEHOLDERS

In addition to capturing the patterns of interaction among RJOI members, the survey data also provides
descriptive information about individuals who took part in the survey. lllustrated in Figure 7, nearly all
respondents hold a leadership position within their organizations. Two-thirds of respondents are upper-level
managers, while one-third are mid-level managers. Only a small portion of respondents are front-line
employees who interact directly with service recipients. Further, one-fourth of respondents hold an
appointed position and another fourth hold elected positions in their organizations (Figure 8). Consistent
with the mission of RJOI, participants also represent a wide diversity of professional skills illustrated in
Figure 9. Because RJOI is judicially focused, it is intuitive that one-fifth of survey respondents describe
their professional skills as “court professionals/judges.” However, other disciplinary areas are well-
represented, including child services and welfare, social services, and public health.

Figure 7. Professional Skills of RJOI Members Figure 8. Professional Skills of RJOI Members

4%

M Front-line m Appointed
employee

B Mid-level W Elected
manager B Neither

B Upper-level
manager

Figure 9. Professional Skills of RJOI Members
Court professionals/Judges 20.7%

Child services

14.9%

Court systems 9.2%
Social services 8.0%
Public health 8.0%
Professional licensing 5.7%
Advocacy/Public policy 5.7%
Law/Legal services 5.7%
Information Technology 4.6%
Criminal justice 3.4%
Public service/Elected official 2.3%
Administration 2.3%
Law enforcement 2.3%
Philanthropy/Nonprofit 2.3%
Medical provider 2.3%
Corrections 1.1%
Addictions counselor 1.1%

12



COLLABORATION AMONG RJOI STAKEHOLDERS

In the survey, respondents were asked to identify up to 10 individuals with whom they worked the most in
the past year as it relates to the opioid epidemic, including individuals both inside and outside their
organization. After identifying these individuals, survey respondents were also asked to indicate the
frequency of interactions (i.e., weekly, monthly, or yearly) and the venues in which these interactions occur,
including formal and informal meetings, collaboration on grants or programs, and sharing data or
information. In each network map, the size of each node is relative to the number of interactions each person
reported with other RJOI stakeholders (i.e., larger nodes mean more interactions compared to other
stakeholders). The shape of each node corresponds with whether that individual was a core RJOI
stakeholder (circle) or a new contact captured from the survey (triangle). Finally, the color of each node
corresponds to the state with which they are employed, illustrated in the legend. All network models
presented here are also available in the Appendix of this report.

Figure 10° illustrates the core RJOI network where each node has at least three interactions with other
members (see Appendix B1 for the full RJOI network). These nodes represent the “key players™ within the
larger RJOI network. The largest node, indicating the largest number of relationships with other individuals,
represents the RJOI Chairman. All key players are existing RJOI stakeholders, with the exception of two
nodes that represent the National Center for State Courts (NCSC). Further, nearly all states are represented
among the key players, with Ohio, Tennessee, Indiana, and West Virginia heavily represented among the
nodes in Figure 10.

Figure 10. Past-Year Interaction among Key Players in the RJOI Network

'( \ Respondent State
lllinois

Indiana
Kentucky
Ohio

Michigan
North Carolina
Tennessee
West Virginia
Federal

Other

QO Core RJOI
Stakeholder

A New Contact

The research team also isolated interactions by frequency and how they occur. After identifying the 10
individuals with whom they work the most as it relates to the opioid epidemic, respondents were also asked
to indicate the frequency with which they interact with each person: weekly, monthly, or yearly. On average,
each survey respondent reported less than one weekly interaction, where the bulk of interactions among
RJOI members occur on a monthly basis.

3 A larger version of Figure 10 can be found in Appendix B2 of this report.
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Table 3. Average Degree Centrality

y In addition to mapping visual representations of the
State verage RJOI network, SNA also allows the data action partner
Degree . . .
to assess the extent to which each state participates in
Tennessee 2.74
Federal 5 40 the network. Tables 3 and 4 present two measures of
eh_e a 2'1 centrality, or the level of importance in the network, for
0 'c_) .18 each of the 8 states, as well as federal-level individuals
Entire RJOI Network 2.15 and stakeholders outside of the RJOI states. Both
Indiana 2.14 measures are computed for each individual, then
Kentucky 2.00 averaged across each state to preserve anonymity.
West Virginia 1.96
North Carolina 1.82 Presented in Table 3, “degree centrality” is the number
llinois 1.75 of individuals with whom someone has interacted, while
Michigan 1.64 the “average degree centrality” is simply the average of

each individual's degree centrality for a particular state.
A higher degree centrality indicates a higher level of
Table 4. Average Betweenness Centrality engagement in the network. The average degree
centrality for the whole RJOI network is 2.15; that is,

Average each stakeholder interacted with an average of 2
State Betweenness individuals per year. However, three groups -
West Virginia 509.33 Tennessee, Ohio, and Federal - have larger average
Indiana 441.21 degree centralities than the average.
'(girilgessee gggg; Additionally, “betweenness centrality” measures the
Entire RJOI Network 272 17 extent to which an individual connects parts of the
Kentucky 207.67 network that would otherwise be disconnected, or how
Federal 174.50 often a node lies between other nodes in a network.
North Carolina 53.53 Similar to degree centrality, a higher betweenness
Michigan 32.47 centrality indicates that an individual is more likely to
Ilinois 3.30 play a central role or act as a “gatekeeper” in the

network. Simply put, the betweenness value measures
the number of relationships in which a node could influence, given its position in the network. States or
subgroups that exceed the average betweenness centrality for the whole network include West Virginia,
Indiana, Tennessee, and Ohio, indicating that these states are integral to connecting RJOI stakeholders to
the broader network.

Together, degree centrality and betweenness centrality describe different types of “importance” to the
overall RJOI network. While stakeholders in West Virginia and Indiana, on average, interact with less than
the average number of stakeholders, they serve important roles in the network by connecting otherwise
disconnected stakeholders. Conversely, both Michigan and Illinois are less central to the overall RJOI
network, in terms of both the number of interactions and the extent to which those interactions bring more
cohesion to the overall network.

RJOI STAKEHOLDER INTERACTION IN DIFFERENT VENUES

As noted above, respondents were asked to select all venues where these interactions occur, including
formal and informal meetings; collaborative work on grants, reports, policies, or programs; mutual
participation on a taskforce; and sharing of data or information related to the opioid epidemic. The most
common venue of interaction among RJOI stakeholders is formal meetings (see Appendix B3). Nearly all
RJOI stakeholders in the network identified another individual with whom they interact at formal meetings,
with an average of two interactions in this venue for each RJOI stakeholder. By contrast, the network that
comprises informal meeting interactions among RJOI stakeholders were siloed by state (see Appendix B4).
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That is, interactions during informal meetings primarily occur between individuals of the same state, likely
due to geographic proximity. There are also fewer nodes within the informal meeting network, signaling
that, overall, interpersonal interactions among RJOI stakeholders occur in more formal settings.

Collaboration among RJOI stakeholders on grants or reports is similarly siloed by state (see Appendix B5)
though there is some collaboration among different states in this venue. For example, one group of nodes
includes stakeholders from Ohio, Kentucky, Tennessee, North Carolina, Indiana, and NSCS. Similarly,
despite not sharing a border, another group of nodes includes stakeholders from both Michigan and
Tennessee. It is possible that future network analyses may reveal more robust collaboration around grants
in particular, as RJOI continues to facilitate meaningful interaction among stakeholders from different
states. There is also some interstate collaboration on policies or programs related to the opioid epidemic
with RJOI stakeholders connected by mutual connections with NCSC (see Appendix B6). Again, it is likely
that future collaboration in this area will increase over time with continued participation in RJOI.

Finally, survey respondents were also asked about their professional interactions around data and
information sharing, illustrated in Figure 11.* Again, the size of each node is relative to the number of
interactions each person reported with other RJOI stakeholders (i.e., larger nodes mean more interactions
compared to other stakeholders). The shape of each node corresponds with whether that individual was a
core RJOI stakeholder (circle) or a new contact captured from the survey (triangle). Finally, the color of
each node corresponds to the state with which they are employed, as illustrated in the legend.

Figure 11. Interaction among RJOI Stakeholders, Shared Data or Information

Respondent State
Illinois

Indiana
Kentucky

Ohio

Michigan
North Carolina
Tennessee
West Virginia
Federal

Other

QO CoreRJOI
Stakeholder

A New Contact

Data and information related to the opioid epidemic is mostly shared among stakeholders from the same
state, reflecting the data challenges associated with decentralized information across states. Some clusters
of nodes, particularly those at the top of the network map, are specific to just one state, like North Carolina,
West Virginia, and Illinois. Even further, data- and information-sharing patterns in these states appear to
occur most often between new and existing RJOI stakeholders, highlighting the need to engage new
stakeholders in the region. However, the largest cluster contains stakeholders from multiple states,
especially Ohio, Tennessee, and Kentucky. In isolating this cluster and removing stakeholders with the
fewest relationships, the key players with respect to data- and information-sharing are visible (Figure 11).
In doing so, one stakeholder with NSCS is revealed to connect data-sharing paths between Ohio and
Tennessee, which would otherwise be disconnected. In short, the network maps reveal that the convening
of RJOI helps to facilitate otherwise interrupted avenues of information related to the opioid epidemic.

4 A larger version of Figure 11 can be found in Appendix B7 of this report.
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RJOI STAKEHOLDER RECOMMENDATIONS

Using the available information, researchers have aimed to tailor recommendations to RJOI stakeholders—
many of whom are situated in judicial, court, or criminal justice systems—but also to the region more
broadly. Dissemination and implementation science advise that “what works” does not always work in
every context, but also that sometimes certain pieces of interventions face unique barriers within specific
state or community contexts (18,19).

ASSESS DATA INFRASTRUCTURE

One of the key goals at the inception of the RJOI was to utilize data in decision making regarding the opioid
epidemic. Taking a data-centered approach has illustrated what many local, state, and federal agencies have
already realized: there are major gaps in the data infrastructure. For example, as noted in the RJOI
visualization, a measure of all accidental drug overdose deaths was used rather than opioid-related overdose
deaths because these data come from vital records which rely on the International Classification of Diseases,
10th Revision (ICD-10) codes. These codes do not record the specific substances involved in a drug-related
death (20-23) and thus have fully missed documentation of the rise in fentanyl-related deaths. Moreover,
many accidental overdose deaths are coded as undetermined despite the presence of an opioid, with
estimates suggesting that the number of overdose deaths associated with opioids could be two to three times
higher than previously reported (15,24). For example, Table 5 indicates overdose deaths coded as
unspecified in each of the RJOI states.

This data collection limitation Table 5. Unspecified Drug Overdose Deaths by State, 2017
hlghllghts the Stru9g|e that Numberin Which No Drug
LT . All Drug Overdose Deaths L
jurisdictions face when trying Specified
to leverage data to understand State All Deaths Fl‘gtoeggg Total F/;ir;::r?sf ;*gtoegg(;
trends in overdose deaths. i d d
Federal and state officials have Indiana 1849 277 36 19.7% >
) Michigan 2692 27.0 316 11.7% 3.2
called for reform in data Kentucky 1564 35.1 164  10.5% 3.7
collection and sharing regarding Tennessee 1773 26.4 111 6.3% 1.7
the overdose epidemic, which lllinois 2777 21.7 151 5.4% 1.2
has resulted in innovative Ohio 5108 43.8 213 4.2% 1.8
surveillance efforts such as using North Carolina 2413 23.5 82 3.4% 0.8
- - - i i i 0
EMS naloxone administration West Virginia 974 53.6 14 1.4% 0.8

data, prescription drug monitoring reports, and improved toxicology reporting (25,26). However, as
overdose deaths shifted from prescription medications in the 1990s, to heroin in 2010, and then most
recently to fentanyl in 2013, researchers and policymakers struggled to understand some of the basic
characteristics and shared trajectories among these decedents. Such data limitations motivated the use of
the network survey and SNA to facilitate better collaboration in this area.

Because the survey was administered after state data collection efforts, the data action partner also
responded to these data challenges by asking RJOI stakeholders about their sources of information,
particularly as it relates to the opioid epidemic. Table 6 illustrates the number and percentage of survey
respondents that leverage each source of information. Most respondents indicated that they receive
information about the opioid epidemic from individuals outside their organizations, reflecting the aims of
RJOI to foster information and data reciprocity. Federal agencies and professional conferences also serve
as primary sources of information for RJOI stakeholders. However, only one-fourth of respondents leverage
local news media to gain insight into the opioid epidemic, which may signal disconnect between sources of
information and on-the-ground conditions within communities.
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Table 6. RJOI Stakeholder Opioid Epidemic Information Sources

Source of information, opioid epidemic Respondents Percent of total
Talk with others outside of my organization 66 86.8
Use information/data from federal agencies 64 84.2
Professional conferences 64 84.2
Talk with others in my organization 61 80.3
Use information/data from state agencies 59 77.6
Continuing education/training 53 69.7
Use information/data from local agencies 45 59.2
Search engines 39 51.3
Scan professional magazines and journals 31 40.8
Local news media 20 26.3

Finally, use of the network survey highlights opportunities to
strengthen collaboration and regional data-sharing, to engage
new RJOI stakeholders, and to better understand challenges

Table 7. New Contacts from Survey

faced by local communities. As noted above, the network survey - State New Contacts
asked respondents to identify the 10 individuals with whom they Oh'_o 36
worked most related to the opioid epidemic in the past year. | !ndiana 17
While some survey respondents indicated past-year collaboration | lllinois 16
with existing RJOI members, many of these interactions occur | North Carolina 14
with individuals who are not actively engaged with the initiative. | West Virginia 14
In total, 132 individuals not actively engaged with RJOI were | Kentucky 12
identified using a snowball sample method, described in Table 7. | Tennessee 11
By identifying and engaging with new prospective stakeholders, Michigan 4
RJOI leadership and NCSC can ensure sustainability of the Other 8
initiative. In demonstrating that RJOI is producing regional

. o Total 132
collaboration across its eight member states, further engagement

with new stakeholders will only strengthen interstate relationships. Finally, because monthly formal
meetings are the most common venue of interaction for RJOI stakeholders, they should include ongoing
discussions regarding data availability and reciprocity and initiative growth and sustainability.

HELP FACILITATE MAT IN CRIMINAL JUSTICE SETTINGS

Across the United States in 2017, it is estimated that nearly 2 million Americans had an opioid use disorder
(OUD) (27), a type of SUD defined as a problematic pattern of opioid use that leads to serious impairment
or distress (28). The gold standard medical treatment for OUD is MAT, and this evidence-based practice
permeates throughout nearly every policy recommendation aimed at addressing the recent opioid epidemic
in the United States (29). In short, MAT involves pharmacological treatment of addiction supported by
behavioral therapy. The three medications approved for the treatment of OUD in the United States include
methadone (an opioid agonist), buprenorphine/Suboxone® (a partial agonist), and naltrexone/Vivitrol® (an
opioid antagonist). Methadone and buprenorphine are long-acting opioid medications that prevent
withdrawal and decrease opioid cravings, drug seeking, and drug use. Naltrexone is a non-opioid
medication that blocks the effect of opioids in the body. People who receive MAT have longer periods of
abstinence, reduced risk of overdose and death, and are less likely to become infected with HIV and
hepatitis C (30-32). The RJOI visualization shows that there are low numbers of buprenorphine providers
relative to fatal overdose rates and, furthermore, prescribers are concentrated in urban areas and are sparse
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in many locations with high rates of fatal overdose. States should utilize overdose rates to identify hotspots
where strategic implementation of MAT prescription services could prevent overdose deaths. However,
simply increasing the number of MAT providers alone does not expand access to key subpopulations at
risk of overdose. Despite overwhelming evidence on the effectiveness of these medications, numerous
barriers prevent people from accessing or successfully completing MAT services, one of which is
involvement in the criminal justice system.

Itis ideal for communities to have MAT available outside of criminal justice settings. However, for a variety
of sociological and criminological reasons, those with OUD and SUD are disproportionately involved in
systems (police, jails, courts, corrections) in which MAT and supported behavioral therapy are often
unavailable. As criminal justice interventions aim to reduce recidivism and also protect public safety, it is
important to ensure persons with SUD still have access to evidence-based medications, which means
assuring that programs integrate MAT. For example, this might entail educating judicial and criminal justice
personnel about MAT, assuring that problem-solving courts utilize MAT with appropriate clients, and
integrating MAT into correctional settings. In terms of selecting which MAT is appropriate, it is
recommended that medical prescribing decisions be based on an evaluation and consideration of past
treatment history and setting, as well as patient preferences. Given the likelihood of mortality among this
population, it is strongly recommended that all medication types be made available (33). It is also important
to note that research demonstrates many people with OUD are unwilling to initiate MAT with naltrexone
because it requires a long period of painful detoxification (34-36); it also has higher rates of MAT
discontinuation than agonists (37) with studies of Vivitrol® finding that 54% of participants did not
complete their treatment course during the study (38). Therefore, patients whose options are limited to
naltrexone may be at a disadvantage compared to those who are not.

Few jails throughout the county currently provide methadone or buprenorphine to inmates; however, this
may not be the case for much longer (39). Recently, a man living with OUD in Massachusetts won a lawsuit
(Civil Action No. 18-11972-DJC) guaranteeing his access to methadone while in jail; the judge ruled it
“cruel and unusual punishment” to deny the man of needed medication (39). In Rhode Island, both
methadone and buprenorphine have been available to inmates since 2016. As a result of implementing this
program, researchers Green, Clarke, and Brinkley-Rubinstein (2018) have found a 61% decrease in death
upon release from incarceration between January 1 and June 30 of 2017 (39). Similarly, Massachusetts
passed a bill earlier this year implementing a pilot program to offer methadone and buprenorphine in five
counties (39).

In order to improve judges’ understanding of how to treat OUD within the criminal justice setting, training
should be provided through annual judicial training in addition to short informational guides (e.g., bench
cards) produced with a focus on the judicial perspective and relevant information. Bench cards are brief
reports or information sheets for use by judges during court to provide more information and context
regarding the issue at hand. Several bench cards regarding OUD can be found on the National Judicial
Opioid Task Force Resource Center for Courts website. In addition, RJOI should continue to engage new
stakeholders at the local level to similarly create pathways for informed decision-making.

CONSIDER HARM REDUCTION WITHIN A JUDICIAL FRAMEWORK

Harm reduction, often discussed in a public health framework, refers to a spectrum of strategies aimed at
reducing the negative consequences of high-risk behaviors (such as drug use) on individuals and society. A
key component of harm reduction for drug policy is meeting drug users “where they’re at” and giving voice
to persons who use drugs to assure that policies are not determined without input of the people who will be
affected by them. In short, harm reduction efforts suggest that those affected by opioid use and overdose
risk should be involved in the design, implementation, and evaluation of interventions. Given the
criminalization of chemical substances in the United States, as well as the dichotomous nature of the law,
it can be difficult for those working inside various criminal justice systems to meet drug users “where
they’re at.” However, there are legal perspectives that might help with the implementation of harm
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reduction in public health by reducing potential judicial barriers. For example, therapeutic jurisprudence is
a theory of mental health law (40,41), which argues that the legal system is a social force that can have both
therapeutic and anti-therapeutic consequences. As noted by David B. Wexler and Bruce J. Winick in their
development of this framework, therapeutic jurisprudence “wants us to be aware of this and wants us to see
whether the law can be made or applied in a more therapeutic way so long as other values, such as justice
and due process, can be fully respected” (41). Moreover, therapeutic jurisprudence suggests that court
personnel utilize procedural justice, which means making fair decisions and showing defendants respect by
giving them both voice and validation (42—45).

These judicial perspectives have provided an underlying framework for understanding the success of
problem-solving courts (e.g., drug treatment courts, mental health courts, veteran’s courts, community
courts, etc.), and better understanding harm reduction strategies could help to promote further innovative
judicial interventions aimed at the overdose epidemic. Key examples of harm reduction strategies include
Good Samaritan laws which protect individuals from prosecution when they call 911 to the site of an
overdose; SSPs which attempt to reduce the additional risk of disease transmission often associated with
illicit drug use; or targeted naloxone distribution. Considering these polices through a therapeutic
jurisprudence framework could simply mean educating judicial stakeholders on the evidence behind these
interventions so that they can assure that the legal system is being applied by positive and therapeutic means
for those affected by these policies or is providing voice to those who have benefited from these practices
within these judicial settings.

Despite their demonstrated effectiveness, harm reduction strategies often face barriers to full
implementation in policy and practice due to the widely held and misinformed view that they condone drug
use. There is also a very real danger that not understanding these practices could result in a dramatic threat
to public health and safety. As noted above, many have suggested that SSPs can play an important role in
addressing the overdose epidemic. The result of not having these services in place was highlighted in Scott
County, Indiana in 2015. A recent study highlights the impact an SSP could have had in preventing the HIV
outbreak in Scott County. Study results show that if an SSP had been in place prior to the 2015 outbreak,
the number of new HIV cases could have been reduced by 80% (46).

REDUCE BARRIERS TO CARE IN RURAL AREAS

As the overdose epidemic continues, rural areas within the United States are experiencing increasingly high
rates of drug overdose deaths; in some cases, surpassing overdose death rates within urban settings (49). In
2015, the rate of drug overdose deaths among rural populations was 17.0 per 100,000 people and 16.2 per
100,000 people among urban populations, with opioids such as heroin and fentanyl largely contributing to
this increase (49). Researchers point to limited treatment capacity, economic stress, increased accessibility
to drugs, as well as high levels of kinship that may facilitate informal drug trafficking as reasons for the
large numbers of overdose deaths within rural communities (50,51). According to the Office of Rural Health
Policy of the U.S. Census Bureau (2016), approximately 53% of Indiana counties, 61% of Illinois counties,
58% of Ohio counties, 69% of Michigan counties, 72% of Kentucky counties, 56% of Tennessee counties,
62% of West Virginia counties, and 54% of North Carolina counties are rural. Because the RJOI states are
largely rural, the issue of limited access to MAT treatment is of particular concern, especially if residents
also lack a means of transportation.

In 2010, the Washington Rural Opioid Addiction Management Project trained 120 physicians in rural areas
throughout the state on how to prescribe buprenorphine and collected data regarding prescribing barriers
(52). Many obtained the Drug Enforcement Administration’s mandated prescribing waiver. Researchers
found that after the training, family physicians were five times more likely to prescribe buprenorphine than
physicians from other domains. Additionally, having another physician within the practice who also had a
prescribing waiver was significantly associated with prescribing buprenorphine (52). An identified barrier
to prescribing included lack of institutional support and physicians indicated that access to specialists who
can assist with prescribing via telemedicine would be beneficial (52).
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Telemedicine has become widely recognized as an effective way to treat OUD among those living in rural
areas (53). Patients can interact face-to-face with addiction counselors or peer recovery coaches without
the burden of travel or stigma that may result from visiting a provider’s office. Research indicates that
telemedicine is just as effective at treating mental health illness as in-person treatment (54,55). Recently,
telemedicine has been used to prescribe MAT such as buprenorphine to those with OUD. A study evaluating
a telemedicine program designed to prescribe buprenorphine in a rural area of Maryland found that 59% of
patients (n = 177) remained in treatment after 3 months, and of these patients, 86% had a negative opioid
urine screen (56). Indiana fulfills the recommended policy interventions to facilitate MAT prescription via
telemedicine by allowing physicians to prescribe controlled substances without a prior in-person visit and
by requiring a client-initiated treatment plan for overcoming OUD (57).
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CONCLUSION

While there are limitations to the visualization developed through RJOI, this tool can serve as a preliminary
way to geographically prioritize interventions aimed at combatting the overdose epidemic. When
addressing overdose hotspots within the RJOI states, it is important to implement evidence-based practices
that have proven to be effective in order to optimize the use of limited resources and effectively treat OUD.
Furthermore, upon implementing public health interventions, it is necessary to adhere to the four guiding
principles of effective overdose prevention as proposed by the CDC: (1) know your epidemic, know your
response; (2) make collaboration your strategy; (3) nothing about us without us; and (4) meet people where
they’re at. Using the RJOI visualization, this report lays the foundation for addressing region-specific issues
related to the overdose epidemic.

Complementary to the visualizations and hotspot analysis, this report also examines the network of RJOI
stakeholders and extent of collaboration that exists in the region. RJOI stakeholders report collaboration in
multiple forms with individuals from other states and at different levels of government. Further, several key
players (including RJOI leadership and NCSC) occupy a central role in the network, facilitating avenues of
collaboration and data sharing that would otherwise not exist. Even more, the use of snowball sampling in
the network survey identified prospective RJOI stakeholders to contribute to sustainability of the initiative.
While this network analysis uses a cross-sectional approach at a single point in time, future research efforts
of similar initiatives, such as the New England Regional Judicial Opioid Initiative (NE RJOI), should
investigate how this network changes each year with an annual survey.

Thus far, the RJOI states have established a means to respond to the overdose epidemic through
collaboration, an examination of available data sources, and a review of evidence-based practices; however,
the recommendations provided above can be implemented within a judicial or policy context to help further
the work of this initiative and lead to positive change in the region.
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APPENDIX A. EVIDENCE-BASED PRACTICES FOR PREVENTION,

TREATMENT, AND HARM REDUCTIONS

APPENDIX A1. STRATEGIES FOR PREVENTION

Strategies for Prevention
Intervention Rating | Intervention | Description Noted and potential For more
name type implementation information
challenges
Prescription Program/ State-level database that tracks Policies that prevent (58-63)
Drug Practice prescribing and dispensing data sharing; lack of
Monitoring A information for controlled electronic health record
Programs substances, including opioids. integration
(PDMP)
School-based Program/ K-12 programs that provide Many ineffective or (64-66)
programs A Practice information about the dangers of untested programs exist
substance use and develop resilience.
Family-based Program/ Family-focused programs that Much prior research (67-69)
programs Practice parenting skills and adolescent conducted in rural
substance refusal skills, typically communities; cultural
A implemented with families of youth adaptations likely
who exhibit high-risk behaviors necessary
(sometimes combined with
classroom strategy components).
Drug take-back Program/ Specific type of supply-side diversion None identified (70-72)
programs Practice control strategy where community
A programs accept unused medications
at a drop-off location for proper
disposal
Drug utilization Program/ Programs with promising evidence Not typically used (73)
reviews (DUR) Practice that track and send information to outside of managed care
B physicians about their individual
prescribing patterns with the goal
that high prescribers will change their
behaviors
Drug diversion Program/ Wide variety of practices aimed at Clinical diversion (74)
control Practice curtailing the diversion of practices can increase
B prescription medications to provider workload
individuals they were not prescribed
for (includes supply-side or demand-
side approaches)
Overdose B Program/ Multi-sector teams conduct Data sharing between (75,76)
fatality review Practice confidential reviews of resident drug | essential member
(OFR) teams and alcohol overdose deaths to agencies and
identify opportunities to improve organizations
operations in a way that will prevent
future similar deaths
Overdose B Program/ Required running and reporting of Cost; inconsistencies in (9,77)
toxicology Practice toxicology testing when coroners coroner training
surveillance suspect a death is the result of an
overdose
College B Program/ Strategies to prevent or reduce Much of the (67)
programs Practice substance misuse among college effectiveness of these
students programs has been

5 While modified for this report they are based on the "Evidence-Based Practices Tables" and are courtesy of Dr. Dennis P. Watson
and colleagues (2018); IUPUI Richard M. Fairbanks School of Public Health: The Changing Landscape of the Opioid Epidemic in
Marion County and Evidence for Action



shown for cannabis and
alcohol misuse

Drug-free Program/ Wide variety of programs that No evidence-based (78-80)
workplaces Practice encompass a range of activities programs could be
from education for prevention to identified, but SAMHSA
workplace drug testing recommends basing
prevention activities on
general prevention
programs with
established
effectiveness; positive
effects of drug testing
may be limited to specific
industries
Physician/prescriber Program/ Training in appropriate pain Training often not an (81-85)
education Practice management and narcotic effective stand-alone
prescribing practices. behavior change strategy
Guidelines for pain Policy/ Provide a basis for physicians at Guidelines differ (86—90)
prescribing Law the state and national level to between federal and
follow consistent chronic and state entities; significant
acute opioid pain prescribing room for physician
practices. discretion in applying
Public educational Program/ Broad category of strategies Can increase stigma if (91-101)
campaigns Practice including initiatives to promote not implemented
health literacy, reduce stigma, and | appropriately
normalize healthy behaviors.
Cannabidiol oil Program/ Use of non-psychoactive None noted, legal in all (102,103)
(CBD) Practice component of cannabis plant with | 50 states
anti-inflammatory properties that
might benefit people with chronic
pain.
Drug paraphernalia Policy/ Thought to dissuade drug use by Criminalizes SUD; likely (104-106)
laws Law making it illegal to carry negative impact on
equipment associated with its effectiveness of certain
consumption. harm reduction practices
(e.g., syringe services
programs and fentanyl
test strips)
Overdose Policy/ Thought to dissuade dealing by Drug “supplier” not well (107,108)
fatality/homicide Law establishing a charge of drug- defined in some cases;

laws

induced homicide may be brought
against opioid suppliers in cases
where that substance can be
linked to a fatal overdose.

criminalizes SUD; likely
negative impact on Good
Samaritan law
effectiveness
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APPENDIX A2. STRATEGIES FOR TREATMENT & RECOVERY SUPPORTS

Strategies for Treatment & Recovery Supports

Treatment (SBIRT).

Intervention name Rating | Interventi | Description Noted and potential For more
on type implementation information
challenges
Medication-assisted Program/ Pharmacological treatment of Community and client (109-116)
treatment (MAT) Practice addiction supported by behavioral stigma; lack of services to
therapy. support continued
engagement (e.g.,
housing and
transportation);
A
burdensome therapy
requirements; lack of
payment source for some
clients; limited choice of
MAT treatment type due
to unavailability
Jail/prison-based Program/ Provision of OUD treatment to Historical lack of support | (117-119)
treatment Practice people in jail/prison: only MAT- for MAT within the
based interventions have strong criminal justice system
A evidence. for non-antagonist
treatments; lack of
Medicaid coverage or
other funding for
treatment
Treatment for Program/ Provision of OUD treatment for Public and internalized (120-127)
pregnant women Practice pregnant women: only MAT-based | stigma against mothers
full or partial agonist interventions | who use opioids;
A A ) )
are evidence-based. historical lack of support
for MAT in child welfare
system
MAT primary care Program/ | A wide range of strategies for Need stronger (128,129)
integration Practice incorporating MAT into standard, incentives; regulations
office-based medical settings. (e.g., HIPAA and 42 CFR)
A can prevent sharing of
important healthcare
information between
primary care and
behavioral health
Drug treatment Program/ Community-based treatment and Historical lack of support | (130,131)
courts Practice supervision in lieu of a criminal for MAT within the
A conviction or incarceration for criminal justice system
people with SUD for non-antagonist MAT
Expansion of Policy/Law | Allows primary care providers to Stigma among providers; | (132,133)
buprenorphine data increase the number of individuals | waivered providers not
waivers A they treat with buprenorphine. It serving total number of
also extends buprenorphine patients allowed
prescribing privileges to advance
practice nurses.
Expanded A Policy/Law | Allows more people to access Many MAT-prescribing (134)
coverage/payment Medication-assisted treatment by physicians do not take
sources providing a payment source Medicaid; burdensome
(typically Medicaid). process can prevent
start/completion of
Medicaid enrollment
Opioid use disorder Program/ | Screening for opioid use disorderin | Lack of reliable screening | (116—
screening B Practice clinical care, includes Screening, instruments 119,122,122
Brief Intervention, and Referral to 3,135)
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Peer recovery Program/ | This service is delivered by a Policies that prevent (34,136—
coaches (PRCs) Practice person with a history of addiction hiring people with felony | 140)
and recovery which allows a backgrounds; lack of
personal connection with those reimbursement
overcoming addiction through mechanisms; strong
experience. clinical supervision and
supports required to not
jeopardize PRC’s
personal recovery
Emergency Program/ Capitalizes on a critical moment ED-based buprenorphine | (141,142)
department (ED)- Practice with patients who have OUD when | prescribing cannot be
based initiation and they are receiving care in the ED, successful in
linkage to treatment typically for an overdose, to communities that do not
provide an immediate bridge have MAT providers
prescription for buprenorphine available for patient
treatment. referral to continuing
treatment.
Telehealth/Telemed Program/ The use of telecommunications Patient privacy concerns; | (143-145)
icine Practice and digital technology platforms to | limitation to what
provide distance-based provider medications can be
supervision or direct patient care prescribed vary by
(including behavioral health care). region; might be less
beneficial in urban
settings
Pre-booking Program/ Divert people from incarceration Most evidence is for (146,147)
diversion programs Practice for behavioral health issues and people with co-occurring
help link to treatment; include disorders.
crisis intervention teams and
community triage centers.
Employee Program/ Provide employees with free short- | Wide range of programs (139,148)
assistance programs Practice term counseling and referral make it difficult to
(EAPs) services for a variety of ascertain what is
psychological and emotional effective for SUD;
concerns, including substance use concerns about
disorder. The range of services confidentiality and
varies, with some providing direct potential ramifications to
counseling and treatment services. | employment may hinder
employees from
voluntarily accessing this
resource
Psychosocial Program/ Psychotherapy for treating opioid Not as effective as MAT; (34,120)
interventions Practice use disorder. Psychotherapy can be | requirements place
used alone or in conjunction with burdens on MAT patients
MAT. when no added benefit
has been established
Recovery-oriented Program/ Coordinated network of Lack of strong/concrete (140,149,1
systems of care Practice community-based and person- implementation 50)
(ROSC) centered services and supports for | guidelines
those with or at risk of a substance
use disorder.
Recovery housing Program/ Provide short-term housing with Historically rooted in an (151,152)
Practice peer supports to people living with | abstinence-only

a SUD (and often with co-occurring
serious mental health issues)—
typically after the individual enters
recovery housing during or after
completing outpatient treatment.

philosophy that can be
problematic for people
with OUD who are
receiving MAT
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Medication-Assisted Program/ Recovery support group for Groups must be (153,154)
Recovery Practice individuals on MAT developed from within
Anonymous (MARA) the recovery community,
not professionals;
potential difficulty
finding space for
meetings
Bridge device Program/ Device worn on the ear that Detox not generally (155,156)
Practice theoretically reduces pain offered as an option
associated with opioid withdrawal. | among evidence-based
It is used to assist in opioid detox treatment options
prior to beginning naltrexone or
abstinence-based treatment.
Law protecting Program/ | Seeks to eliminate fear of Public and internalized (121,157)
pregnant women Practice prosecution and child separation as | stigma against mothers
who use illicit opioid a barrier for women living with who use opioids
opioid use disorder from seeking
out prenatal care
Abstinence-only Program/ All treatment options (inpatient, Abstinence-based See entry
treatments Practice outpatient, residential) that require | approaches can be on MAT
abstinence from all psychoactive beneficial for some and (158)
substances, including evidence- should be presented as
based MAT an option alongside
evidence-based
treatments
Narcotics Program/ Support group rooted in 12-step, Groups must be (154,159
Anonymous (NA) Practice abstinence-only people in recovery | developed from within 162)
froma SUD the recovery community,
not by professionals;
potential difficulty
finding meeting space;
generally, not accepting
of people receiving MAT
Abstinence only Policy/Law | Forced abstinence-based Potential to increase (163)

involuntary
treatment

treatment of people with OUD,
typically as a result of involvement
in the criminal justice system

overdose risk
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APPENDIX A3. STRATEGIES FOR HARM REDUCTION

Strategies for Harm Reduction

Intervention Rating Intervention | Description Noted and potential For more
name type implementation information
challenges
Naloxone Program/ Harm reduction method of Public awareness (107,164-170)
training & Practice distribution and training on low; distribution
distribution A the usage of naloxone as an | locations often not
programs overdose rescue medication | convenient or
to prevent overdose deaths. | comfortable for
people with OUD
Take-home Program/ Provides naloxone to those Historical lack of (171-173)
naloxone Practice at high risk for overdose, support for harm
programs and who are likely to be ina | reduction within the
A network with other users of | criminal justice
illicit substances, upon system; high
release from the hospital, expense for
jail, and education. healthcare providers
Syringe services Program/ Provide free access to Lack of funding for (174)
programs (SSP) Practice sterile syringes for people syringes; community
A who inject drugs and stigma; lack of
facilitate safe disposal of political support
used syringes.
Supervised Program/ Legally sanctioned locations | Community stigma; (175-178)
injection A Practice where people who use lack of political and
facilities (SIF) injection drugs can inject criminal justice
under medical supervision. support
Housing First Program/ Low-barrier, immediate housing | Resistance to (179,180)
Practice for people experiencing chronic | implementing
A homelessness. The housing necessary harm
model follows a harm reduction | reduction
service demonstrated toreduce | components of the
overdoses. intervention
Expanded Policy/Law Expanding naloxone access Requires targeted (134,174,181-
naloxone for lay responders (i.e., education and 183)
access A people with OUD and distribution to reach
others in a position to lay responders
respond to an overdose).
Good Policy/Law These laws provide Fear of police; (107,134,184~
Samaritan/ immunity or no criminal limited immunity; 187)
immunity laws liability, from arrest, lack of public
A charges, or prosecution for knowledge/
controlled-substance understanding
possession when a person
calls 911
Pharmacy- Program/ Access to syringes through Need specific laws to | (188,189)
syringe programs 8 Practice community pharmacies. support
Fentanyl test Program/ Paper strips that can be Drug paraphernalia (190,191)
strips B Practice given to users of illicit laws; people might
opioids to test for the not change use
presence of fentanyl.
Safe stations Program/ Safe stations are areas People with OUD (134,192)
Practice where people misusing might not feel
opioids can be monitored comfortable
by healthcare providers and | entering safe station
c linked with services, such as | areas, particularly
clean needles or other police stations
resources. While in these
safe stations, people are
protected by Good
Samaritan/immunity laws.
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APPENDIX B. NETWORK MAPS

APPENDIX B1. PAST-YEAR COLLABORATION AMONG RJOI STAKEHOLDERS
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Description: Appendix B1 illustrates the entire RJOI network, which includes 224 individuals, or nodes, connected by 482 relationships. In the network map, the
size of each node is relative to the number of interactions each person reported with other RJOI stakeholders (i.e. larger nodes mean more interactions compared to
other stakeholders). The shape of each node corresponds with whether that individual was a core RJOI stakeholder (circle) or a new contact captured from the survey
(triangle). Finally, the color of each node corresponds to the state with which they are employed, illustrated in the legend.
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APPENDIX B2. PAST-YEAR COLLABORATION AMONG KEY PLAYERS
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Description: Appendix B2 illustrates the key players within the RJOI network, with each individual collaborating with at least three other stakeholders in the past
year. In the network map, the size of each node is relative to the number of interactions each person reported with other RJOI stakeholders (i.e., larger nodes mean
more interactions compared to other stakeholders). The shape of each node corresponds with whether that individual was a core RJOI stakeholder (circle) or a new
contact captured from the survey (triangle). Finally, the color of each node corresponds to the state with which they are employed, illustrated in the legend.
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APPENDIX B3. INTERACTION AMONG RJOI STAKEHOLDERS, FORMAL MEETINGS

T

QO CoreRJOI
Stakeholder

A New Contact

Respondent State

Illinois

Indiana
A Kentucky

Ohio

Michigan
North Carolina
Tennessee
West Virginia
Federal

Other

Description: Appendix B3 illustrates the interaction among RJOI stakeholders at formal meetings within the past year. In the network map, the size of each node is
relative to the number of interactions each person reported with other RJOI stakeholders (i.e., larger nodes mean more interactions compared to other stakeholders).
The shape of each node corresponds with whether that individual was a core RJOI stakeholder (circle) or a new contact captured from the survey (triangle). Finally,
the color of each node corresponds to the state with which they are employed, illustrated in the legend.
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APPENDIX B4. INTERACTION AMONG RJOI STAKEHOLDERS, INFORMAL MEETINGS
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Description: Appendix B4 illustrates the interaction among RJOI stakeholders at informal meetings within the past year. In the network map, the size of each node
is relative to the number of interactions each person reported with other RJOI stakeholders (i.e., larger nodes mean more interactions compared to other stakeholders).
The shape of each node corresponds with whether that individual was a core RJOI stakeholder (circle) or a new contact captured from the survey (triangle). Finally,

the color of each node corresponds to the state with which they are employed, illustrated in the legend.
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APPENDIX B5. INTERACTION AMONG RJOI STAKEHOLDERS, GRANTS AND REPORTS
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Description: Appendix B5 illustrates the interaction among RJOI stakeholders on grants and reports within the past year. In the network map, the size of each node
is relative to the number of interactions each person reported with other RJOI stakeholders (i.e., larger nodes mean more interactions compared to other stakeholders).
The shape of each node corresponds with whether that individual was a core RJOI stakeholder (circle) or a new contact captured from the survey (triangle). Finally,

the color of each node corresponds to the state with which they are employed, illustrated in the legend.
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APPENDIX B6. INTERACTION AMONG RJOI STAKEHOLDERS, IMPLEMENTING POLICIES OR PROGRAMS
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Description: Appendix B6 illustrates the interaction among RJOI stakeholders in implementing policies or programs within the past year. In the network map, the
size of each node is relative to the number of interactions each person reported with other RJOI stakeholders (i.e., larger nodes mean more interactions compared to
other stakeholders). The shape of each node corresponds with whether that individual was a core RJOI stakeholder (circle) or a new contact captured from the survey

(triangle). Finally, the color of each node corresponds to the state with which they are employed, illustrated in the legend.
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APPENDIX B7. INTERACTION AMONG RJOI STAKEHOLDERS, SHARED DATA OR INFORMATION
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Description: Appendix B7 illustrates the data- and information-sharing patterns among RJOI stakeholders within the past year. In the network map, the size of each
node is relative to the number of interactions each person reported with other RJOI stakeholders (i.e., larger nodes mean more interactions compared to other
stakeholders). The shape of each node corresponds with whether that individual was a core RJOI stakeholder (circle) or a new contact captured from the survey

(triangle). Finally, the color of each node corresponds to the state with which they are employed, illustrated in the legend.

34



REFERENCES

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.
23.
24.
25.

26.

21.

28.
29.

30.

3L

32.

Seth P, Scholl L, Rudd RA, Bacon S. Overdose deaths involving opioids, cocaine, and psychostimulants — United States, 2015-2016. MMWR Morb Mortal
WKy Rep. 2018 Mar 30;67(12):349-58.

Ciccarone D. Fentanyl in the US heroin supply: a rapidly changing risk environment. International Journal of Drug Policy. 2017;46:107-11.

Cicero TJ, Ellis MS, Surratt HL, Kurtz SP. The changing face of heroin use in the United States: a retrospective analysis of the past 50 years. JAMA
psychiatry. 2014;71(7):821-6.

Grau LE, Dasgupta N, Harvey AP, Irwin K, Givens A, Kinzly ML, et al. Illicit use of opioids: Is OxyContin® a “gateway drug”? The American Journal on
Addictions. 2007;16(3):166-73.

Rudd RA, Paulozzi LJ, Bauer MJ, Burleson RW, Carlson RE, Dao D, et al. Increases in heroin overdose deaths—28 states, 2010 to 2012. MMWR Morbidity
and mortality weekly report. 2014;63(39):849.

Strickler GK, Zhang K, Halpin JM, Bohnert AS, Baldwin G, Kreiner PW. Effects of mandatory prescription drug monitoring program (PDMP) use laws on
prescriber registration and use and on risky prescribing. Drug and Alcohol Dependence. 2019;

Gladden RM. Fentanyl law enforcement submissions and increases in synthetic opioid—involved overdose deaths—27 states, 2013-2014. MMWR Morbidity
and mortality weekly report. 2016;65.

O’Donnell JK, Halpin J, Mattson CL, Goldberger BA, Gladden RM. Deaths involving fentanyl, fentanyl analogs, and U-47700—10 states, July—December
2016. MMWR Morbidity and mortality weekly report. 2017;66(43):1197.

Phalen P, Ray B, Watson DP, Huynh P, Greene MS. Fentanyl related overdose in Indianapolis: Estimating trends using multilevel Bayesian models.
Addictive Behaviors. 2018 Nov;86:4-10.

Carroll JJ, Green TC, Noonan RK. Evidence-Based Strategies for Preventing Opioid Overdose: What’s Working in the United States, 2018. CDC Stacks:
Public Health Publications. 2018;40.

Centers for Disease Control & Prevention. Multiple Cause of Death Mortality (MCD) Data [Internet]. 2019 [cited 2019 Jun 11]. Available from:
https://wonder.cdc.gov/med.html

Centers for Disease Control & Prevention. Decennial Census and the American Community Survey (ACS) [Internet]. 2017 [cited 2019 Jun 11]. Available
from: https://www.census.gov/programs-surveys/decennial-census/about/census-acs.html

Nordstrom D, Yokoi-Shelton M, Zosel A. Using multiple cause-of-death data to improve surveillance of drug-related mortality. J Public Health Manag Pract.
2013;19(5):402-11.

Warner M, Paulozzi LJ, Nolte KB, Davis GG, Nelson LS. State variation in certifying manner of death and drugs involved in drug intoxication deaths.
Academic Forensic Pathology. 2013;3(2):231-7.

Lowder EM, Ray BR, Huynh P, Ballew A, Watson DP. Identifying Unreported Opioid Deaths Through Toxicology Data and Vital Records Linkage: Case
Study in Marion County, Indiana, 2011-2016. Am J Public Health. 2018 Oct 25;108(12):1682-7.

Wamsley L. Drug Distributors Shipped 20.8 Million Painkillers To West Virginia Town Of 3,000 [Internet]. NPR.org. 2018 [cited 2019 Jun 10]. Available
from: https://www.npr.org/sections/thetwo-way/2018/01/30/581930051/drug-distributors-shipped-20-8-million-painkillers-to-west-virginia-town-of-3-00
Siemaszko C. Doctor who issued more than 335,000 opioid prescriptions in W.Va. still thinks she didn’t do anything wrong [Internet]. NBC News. 2018
[cited 2019 Jun 10]. Available from: https://www.nbcnews.com/news/us-news/dr-katherine-hoover-accused-fueling-west-virginia-s-opioid-crisis-n909366
Watson H, Marett P. A Survey of Management Science Implementation Problems. Informs Journal on Applied Analytics. 2018;9(4):1-169.

Brownson R, Colditz G, Proctor E. Dissemination and Implementation Research in Health: Translating Science to Practice [Internet]. Oxford Scholarship
Online; 2012 [cited 2019 Jun 11]. Available from: https://www.oxfordscholarship.com/view/10.1093/acprof:050/9780199751877.001.0001/acprof-
9780199751877

Fernandez W, Hackman H, Mckeown L, Anderson T, Hume B. Trends in opioid-related fatal overdoses in Massachusetts, 1990-2003. Journal of substance
abuse treatment. 2006;31(2):151-6.

Hoppe-Roberts JM, Lloyd LM, Chyka PA. Poisoning mortality in the United States: comparison of national mortality statistics and poison control center
reports. Annals of emergency medicine. 2000;35(5):440-8.

Linakis JG, Frederick KA. Poisoning deaths not reported to the regional poison control center. Annals of emergency medicine. 1993;22(12):1822-8.
Wysowski DK. Surveillance of prescription drug-related mortality using death certificate data. Drug Safety. 2007;30(6):533-40.

Ruhm CJ. Corrected US opioid-involved drug poisoning deaths and mortality rates, 1999-2015. Addiction. 2018;113(7):1339-44.

CDC. Improving Data on Drug Overdose Deaths [Internet]. 2018 [cited 2019 Jun 10]. Available from: https://www.cdc.gov/surveillance/projects/improving-
data-on-drug-overdose-deaths.html

Cash RE. Naloxone Administration Frequency During Emergency Medical Service Events — United States, 2012-2016. MMWR Morb Mortal Wkly Rep
[Internet]. 2018 [cited 2019 Mar 6];67. Available from: https://www.cdc.gov/mmwr/volumes/67/wr/mm6731a2.htm

Substance Abuse and Mental Health Services Administration. Reports and Detailed Tables From the 2017 National Survey on Drug Use and Health: Center
for Behavioral Health Statistics on Drug use and Health [Internet]. 2017 [cited 2019 Jun 11]. Available from: https://www.sam hsa.gov/data/nsduh/reports-
detailed-tables-2017-NSDUH

Bell C. DSM-IV: Diagnostic and Statistical Manual of Mental Disorders. JAMA. 1994;272(10):828-9.

Volkow ND, Frieden TR, Hyde PS, Cha SS. Medication-Assisted Therapies — Tackling the Opioid-Overdose Epidemic. New England Journal of Medicine.
2014 May 29:370(22):2063-6.

Mattick R, Kimber J, Breen C, Davoli M. Buprenorphine maintenance versus placebo or methadone maintenance for opioid dependence. In: The Cochrane
Collaboration, editor. Cochrane Database of Systematic Reviews [Internet]. Chichester, UK: John Wiley & Sons, Ltd; 2003 [cited 2019 Apr 17]. Available
from: http://doi.wiley.com/10.1002/14651858.CD002207.pub2

Mattick RP, Breen C, Kimber J, Davoli M. Methadone maintenance therapy versus no opioid replacement therapy for opioid dependence. Cochrane Drugs
and Alcohol Group, editor. Cochrane Database of Systematic Reviews [Internet]. 2009 Jul 8 [cited 2019 Apr 17]; Available from:
http://doi.wiley.com/10.1002/14651858.CD002209.pub2

Connock M, Juarez-Garcia A, Jowett S, Frew E, Liu Z, Taylor R, et al. Methadone and buprenorphine for the management of opioid dependence: a
systematic review and economic evaluation. Health Technol Assess. 2007;11(9):1-171.

35



33.

34.

35.

36.

37.

38.

39.

40.

41.
42.
43.

44,

45.

46.

47,

48.

49.

50.

51.

52.

53.
54.

55.

56.

57.
58.
59.

60.

61.
62.

63.

64.

65.

66.

67.
68.

Kampman K, Jarvis M. American Society of Addiction Medicine (ASAM) National Practice Guideline for the Use of Medications in the Treatment of
Addiction Involving Opioid Use: Journal of Addiction Medicine. 2015 Oct;9(5):358-67.

Dugosh K, Abraham A, Seymour B, McLoyd K, Chalk M, Festinger D. A Systematic Review on the Use of Psychosocial Interventions in Conjunction With
Medications for the Treatment of Opioid Addiction. J Addict Med. 2016 Mar;10(2):91-101.

Sigmon SC, Bisaga A, Nunes EV, O’Connor PG, Kosten T, Woody G. Opioid detoxification and naltrexone induction strategies: recommendations for
clinical practice. Am J Drug Alcohol Abuse. 2012 May;38(3):187-99.

Milby JB, Gurwitch RH, Wiebe DJ, Ling W, McLellan AT, Woody GE. Prevalence and diagnostic reliability of methadone maintenance detoxification fear.
Am J Psychiatry. 1986 Jun;143(6):739-43.

Ahmadi J, Ahmadi K, Ohaeri J. Controlled, randomized trial in maintenance treatment of intravenous buprenorphine dependence with naltrexone, methadone
or buprenorphine: a novel study. European Journal of Clinical Investigation. 2003;33(9):824-9.

Coviello DM, Cornish JW, Lynch KG, Boney TY, Clark CA, Lee JD, et al. A Multi-Site Pilot Study of Extended-Release Injectable Naltrexone Treatment
for Previously Opioid-Dependent Parolees and Probationers. Substance Abuse. 2012;33(1):48.

Taylor K. Jail Ordered to Give Inmate Methadone for Opioid Addiction in Far-Reaching Ruling. The New York Times [Internet]. 2018 [cited 2019 Jun 11];
Available from: https://www.nytimes.com/2018/11/28/us/inmate-methadone-opioid-addiction-ruling.html

Wexler DB, Winick BJ. Essays in therapeutic jurisprudence. Durham, NC, US: Carolina Academic Press; 1991. xiv, 322. (Essays in therapeutic
jurisprudence).

Wexler D, Winick BJ. Law in a Therapeutic Key: Developments in Therapeutic Jurisprudence. Durham, NC, US: Carolina Academic Press; 1996.
Mclvor G, Trotter C, Sheehan R. Women, resettlement and desistance. Probation Journal. 2009 Dec 1;56(4):347-61.

Tyler TR. Legitimacy and Criminal Justice: The Benefits of Self-Regulation. 2009 [cited 2019 Jun 10]; Available from:
https://kb.osu.edu/handle/1811/73143

Tyler TR, Sherman L, Strang H, Barnes GC, Woods D. Reintegrative shaming, procedural justice, and recidivism: The engagement of offenders’
psychological mechanisms in the Canberra RISE drinking-and-driving experiment. Law & Society Review. 2007;41(3):553-86.

Tyler TR, Fagan J. Legitimacy and Cooperation: Why Do People Help the Police Fight Crime in Their Communities. Ohio State Journal of Criminal Law.
2008;(Issue 1):231.

Gibson D. New Study: Syringe Service Providers Could Have Prevented the Scott County HIV Outbreak [Internet]. Filter. 2019 [cited 2019 Jun 10].
Available from: https://filtermag.org/2019/05/01/new-study-syringe-service-providers-could-have-prevented-the-scott-county-hiv-outbreak/

Drug Policy Alliance. From Prohibition to Progress: A Status Report on Marijuana Legalization [Internet]. Drug Policy Alliance. 2018 [cited 2019 Jun 10].
Available from: http://www.drugpolicy.org/legalization-status-report

Adams M. Marijuana Legalization Leader: Illinois Just Made New York And New Jersey Look Like Dorks [Internet]. Forbes. 2019 [cited 2019 Jun 10].
Available from: https://www.forbes.com/sites/mikeadams/2019/06/04/marijuana-legalization-leader-illinois-just-made-new-york-and-new-jersey-look-like-
dorks/

Mack KA, Jones CM, Ballesteros M. Illicit Drug Use, lllicit Drug Use Disorders, and Drug Overdose Deaths in Metropolitan and Nonmetropolitan Areas —
United States. MMWR Surveill Summ [Internet]. 2017 [cited 2019 Jan 22];66. Available from: https://www.cdc.gov/immwr/volumes/66/ss/ss6619al.htm

Dombrowski K, Crawford D, Khan B, Tyler K. Current Rural Drug Use in the US Midwest. J Drug Abuse [Internet]. 2016 [cited 2019 Jan 22];2(3).
Available from: https://www.ncbi.nim.nih.gov/pmc/articles/PMC5119476/

Keyes KM, Cerda M, Brady JE, Havens JR, Galea S. Understanding the Rural-Urban Differences in Nonmedical Prescription Opioid Use and Abuse in the
United States. Am J Public Health. 2013 Dec 12;104(2):e52-9.

Hutchinson E, Catlin M, Andrilla CHA, Baldwin L-M, Rosenblatt RA. Barriers to Primary Care Physicians Prescribing Buprenorphine. Ann Fam Med. 2014
Mar;12(2):128-33.

Molfenter T, Boyle M, Holloway D, Zwick J. Trends in telemedicine use in addiction treatment. Addict Sci Clin Pract. 2015 Dec;10(1):14.

Hilty DM, Ferrer DC, Parish MB, Johnston B, Callahan EJ, Yellowlees PM. The Effectiveness of Telemental Health: A 2013 Review. Telemedicine and e-
Health. 2013 Jun;19(6):444-54.

Fortney JC, Pyne JM. Practice-Based Versus Telemedicine-Based Collaborative Care for Depression in Rural Federally Qualified Health Centers: A
Pragmatic Randomized Comparative Effectiveness Trial. Am J Psychiatry. 2013;12.

Weintraub E, Greenblatt AD, Chang J, Himelhoch S, Welsh C. Expanding access to buprenorphine treatment in rural areas with the use of telemedicine:
Buprenorphine in Rural Areas With Telemedicine. Am J Addict. 2018 Dec;27(8):612—7.

Yang YT, Weintraub E, Haffajee RL. Telemedicine’s Role in Addressing the Opioid Epidemic. Mayo Clinic Proceedings. 2018 Sep;93(9):1177-80.
Indiana Professional Licensing Agency. INSPECT [Internet]. 2017 [cited 2018 Aug 9]. Available from: https://www.in.gov/pla/inspect/

Winstanley EL, Zhang Y, Mashni R, Schnee S, Penm J, Boone J, et al. Mandatory review of a prescription drug monitoring program and impact on opioid
and benzodiazepine dispensing. Drug Alcohol Depend. 2018 01;188:169-74.

Furlan AD, Carnide N, Irvin E, Eerd DV, Munhall C, Kim J, et al. A systematic review of strategies to improve appropriate use of opioids and to reduce
opioid use disorder and deaths from prescription opioids. Canadian Journal of Pain. 2018 Jan 1;2(1):218-35.

Office of National Drug Control Policy. Prescription Drug Monitoring Programs (Fact Sheet). 2011 Apr.

The Pew Charitable Trust. Prescription Drug Monitoring Programs: Evidence-Based Practice to Optimize Prescriber Use [Internet]. 2016 Dec. Available
from: http://www.pewtrusts.org/~/media/assets/2016/12/prescription_drug_monitoring_programs.pdf

Kooreman H, Watson D, Vest J, Greene M, Duwve J. Indiana Scheduled Prescription Electronic Collection and Tracking Program (INSPECT) Provider and
Dispenser Survey. Indiana University Richard M. Fairbanks School of Public Health; 2018 Jan.

Caulkins JP, Pacula RL, Paddock SM, Chiesa J. What Are the True Benefits of School-Based Drug Prevention Programs? [Internet]. Drug Policy Research
Center: RAND Corporation; [cited 2018 Aug 9]. Available from: https://www.rand.org/pubs/research_briefs/RB6009/index1.html

School-based prevention works, but choose your program wisely [Internet]. Richard M. Fairbanks Foundation. 2017 [cited 2018 Aug 9]. Available from:
https:/iwww.rmff.org/school-based-prevention-works-choose-program-wisely/

Birkeland S, Murphy-Graham E, Weiss C. Good reasons for ignoring good evaluation: The case of the drug abuse resistance education (D.A.R.E.) program.
Evaluation and Program Planning. 2005 Aug 1;28(3):247-56.

US Department of Health and Human Services. Facing Addiction in America: The Surgeon General’s Spotlight on Opioids. :40.

Spoth RL, Clair S, Shin C, Redmond C. Long-term effects of universal preventive interventions on methamphetamine use among adolescents. Arch Pediatr
Adolesc Med. 2006 Sep;160(9):876-82.

36



69.

70.

71.

72.

73.

74.

75.
76.

7.

78.

79.
80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.
93.
94.

95.

96.
97.

98.

99.

100.
101.

102.

103.

Spoth R, Trudeau L, Shin C, Ralston E, Redmond C, Greenberg M, et al. Longitudinal effects of universal preventive intervention on prescription drug
misuse: three randomized controlled trials with late adolescents and young adults. Am J Public Health. 2013 Apr;103(4):665-72.

Gray J, Hagemeier N, Brooks B, Alamian A. Prescription Disposal Practices: A 2-Year Ecological Study of Drug Drop Box Donations in Appalachia. Am J
Public Health. 2015 Sep;105(9):¢89-94.

Fleming E, Proescholdbell S, Sachdeva N, Alexandridis AA, Margolis L, Ransdell K. North Carolina’s Operation Medicine Drop Results From One of the
Nation’s Largest Drug Disposal Programs. North Carolina Medical Journal. 2016 Jan 1;77(1):59-62.

Stewart H, Malinowski A, Ochs L, Jaramillo J, McCall K, Sullivan M. Inside Maine’s Medicine Cabinet: Findings From the Drug Enforcement
Administration’s Medication Take-Back Events. Am J Public Health. 2014 Nov 13;105(1):e65-71.

Qureshi N, Wesolowicz LA, Liu C-M, Tungol Lin A. Effectiveness of a Retrospective Drug Utilization Review on Potentially Unsafe Opioid and Central
Nervous System Combination Therapy. J Manag Care Spec Pharm. 2015 Oct;21(10):938-44.

Wright N, D’Agnone O, Krajci P, Littlewood R, Alho H, Reimer J, et al. Addressing misuse and diversion of opioid substitution medication: guidance based
on systematic evidence review and real-world experience. J Public Health (Oxf). 2016;38(3):e368-74.

Davis C, Hernandez H. Fatal Overdose Review Panels: Overview of Laws in Six States. The Network for Public Health Law;

Rebbert-Franklin K, Haas E, Singal P, Cherico-Hsii S, Baier M, Collins K, et al. Development of Maryland Local Overdose Fatality Review Teams: A
Localized, Interdisciplinary Approach to Combat the Growing Problem of Drug Overdose Deaths. Health Promotion Practice. 2016 Jul 1;17(4):596-600.
Indiana State Department of Health. Toxicology Surveillance [Internet]. Indiana State Department of Health. 2018 [cited 2018 Aug 9]. Available from:
https://www.in.gov/isdh/27923.htm

Pidd K, Roche AM. How effective is drug testing as a workplace safety strategy? A systematic review of the evidence. Accid Anal Prev. 2014 Oct;71:154—
65.

Macdonald S. Work-place alcohol and other drug testing: a review of the scientific evidence. Drug Alcohol Rev. 1997 Sep;16(3):251-9.

Wickizer TM, Kopjar B, Franklin G, Joesch J. Do drug-free workplace programs prevent occupational injuries? Evidence from Washington State. Health
Serv Res. 2004 Feb;39(1):91-110.

Furlan AD, Carnide N, Irvin E, Eerd DV, Munhall C, Kim J, et al. A systematic review of strategies to improve appropriate use of opioids and to reduce
opioid use disorder and deaths from prescription opioids. Canadian Journal of Pain. 2018 Jan 1;2(1):218-35.

Opioid Prescribing Courses for Health Care Providers [Internet]. 2015 [cited 2018 Aug 9]. Available from: https://www.samhsa.gov/medication-assisted-
treatment/training-resources/opioid-courses

Indiana Medical Leaders Launch Tech-Based Opioid Prescribing Education for Clinicians [Internet]. Healthcare Informatics Magazine. [cited 2018 Aug 9].
Available from: https://www.healthcare-informatics.com/news-item/mobile/indiana-medical-leaders-launch-tech-based-opioid-prescribing-education-
clinicians

Murphy Y, Goldner EM, Fischer B. Prescription Opioid Use, Harms and Interventions in Canada: A Review Update of New Developments and Findings
since 2010. Pain Physician. 2015 Aug;18(4):E605-614.

Edmunds JM, Beidas RS, Kendall PC. Dissemination and Implementation of Evidence-Based Practices: Training and Consultation as Implementation
Strategies. Clin Psychol (New York). 2013 Jun 1;20(2):152-65.

Indiana State Medical Association. Comparison of CDC Guidelines to Indiana Prescribing Rule [Internet]. Available from:
http://www.ismanet.org/pdf/legal/OpioidGuidelines.pdf

Indiana State Medical Association. Indiana Pain Management Prescribing Final Rule [Internet]. 2016 Oct. Available from:
https://www.ismanet.org/pdf/legal/IndianaPainManagementPrescribingFinalRuleSummary.pdf

Indiana Hospital Association, Indiana State Department of Health, Indiana State Medical Association. Hoosier Health Leaders Introduce Acute Pain
Prescribing Guidelines to Combat State Opioid Crisis [Internet]. 2018 Jan. Available from:
https://www.in.gov/recovery/files/1.17.18News%20Release_Acute%20Pain%20Guidelines_Final.pdf

Centers for Disease Control and Prevention, National Center for Health Statistics. CDC Guideline for Prescribing Opioids for Chronic Pain [Internet]. 2017
[cited 2018 Aug 9]. Available from: https://www.cdc.gov/drugoverdose/prescribing/guideline.html

Rahurkar S, Watson D. Association between Indiana Opioid Prescribing Guidelines 2011-2016 and Prescriber Behavior: Analysis of Indiana’s Prescription
Drug Monitoring Data. Indianapolis, IN: Indiana University Richard M. Fairbanks School of Public Health; 2018 Mar.

National Social Norms Center. National Social Norms Center [Internet]. Welcome to the National Social Norms Center. 2018 [cited 2018 Aug 9]. Available
from: https://socialnorms.org/

Bandura A. Health Promotion by Social Cognitive Means. Health Educ Behav. 2004 Apr 1;31(2):143-64.

Indiana Initiatives - NextLevel Recovery Indiana [Internet]. 2018 [cited 2018 Aug 9]. Available from: https://www.in.gov/recovery/993.htm

DeJong W, Schneider SK, Towvim LG, Murphy MJ, BS EE, Simonsen NR, et al. A Multisite Randomized Trial of Social Norms Marketing Campaigns to
Reduce College Student Drinking: A Replication Failure. Substance Abuse. 2009 Apr 21;30(2):127-40.

Indiana Prevention Resource Center. Substance Abuse Awareness Month Media Campaign Support [Internet]. Indiana University; 2015 p. 1-12. Available
from: https://iprc.iu.edu/spf/docs/Substance%20Abuse%20Awareness%20Month%20Implementation%20Guide.pdf

Deb KS, Gupta SK. Prevention strategies for substance use disorders in low-resource settings. Indian Journal of Social Psychiatry. 2017;33(2):112.
Commonwealth of Massachusetts. DPH public information campaigns about opioids [Internet]. Massachusetts responds to the opioid epidemic. 2018 [cited
2018 Aug 15]. Available from: https://www.mass.gov/service-details/dph-public-information-campaigns-about-opioids

Sheridan J. Opioid Stigma Campaign Could Improve Treatment Access [Internet]. WFY | Public Media. 2017 [cited 2018 Aug 15]. Available from:
https://lwww.wfyi.org/news/articles/opioid-stigma-campaign-could-improve-treatment-access

Stuart H. Reducing the stigma of mental illness. Glob Ment Health (Camb) [Internet]. 2016 May 10 [cited 2018 Aug 15];3. Available from:
https://lwww.ncbi.nlm.nih.gov/pmc/articles/PMC5314742/

Stop Stigma Now. Stigma [Internet]. Stop Stigma Now. 2018 [cited 2018 Aug 15]. Available from: http://www.stopstigmanow.org/

Moore K. Treatment Services Update [Internet]. Division of Mental Health and Addiction: Indiana Commision to Combat Drug Abuse; 2018 Feb p. 27.
Available from: https://www.in.gov/recovery/filesslkK M_Drug%20Commission%202.9.18.pdf

Schleider LB-L, Abuhasira R, Novack V. Medical cannabis: aligning use to evidence-based medicine approach. British Journal of Clinical Pharmacology
[Internet]. 2018 Jun 2 [cited 2018 Aug 9];0(ja). Available from: https://bpspubs.onlinelibrary.wiley.com/doi/abs/10.1111/bcp.13657

Carden D. New Indiana law clarifies that CBD oil is legal for all Hoosiers to use [Internet]. 2018 Indiana General Assembly. 2018 [cited 2018 Aug 9].
Available from: https://www.nwitimes.com/news/local/govt-and-politics/new-indiana-law-clarifies-that-cbd-oil-is-legal-for/article_ced8700a-07db-54bd-
8df8-a09a48840c53.html

37



104.

105.

106.

107.

108.

109.

110.

111

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.
123.

124.

125.

126.

127.
128.

129.

130.
131.

132.

133.

134.

135.

136.

137.

Bramson H, Des Jarlais DC, Arasteh K, Nugent A, Guardino V, Feelemyer J, et al. State laws, syringe exchange, and HIV among persons who inject drugs in
the United States: History and effectiveness. J Public Health Policy. 2015 May;36(2):212-30.

Hammett TM, Trang NT, Oanh KTH, Huong NT, Giang LM, Huong DT, et al. The relationship between health policy and public health interventions: a case
study of the DRIVE project to “end” the HIV epidemic among people who inject drugs in Haiphong, Vietnam. J Public Health Policy. 2018 May;39(2):217—
30.

Bluthenthal RN, Kral AH, Erringer EA, Edlin BR. Drug Paraphernalia Laws and Injection-Related Infectious Disease Risk Among Drug Injectors [Internet].
1999 [cited 2019 May 29]. Available from: https://www.rand.org/pubs/external_publications/EP19990102.html

Watson DP, Ray B, Robison L, Huynh P, Sightes E, Walker LS, et al. Lay responder naloxone access and Good Samaritan law compliance: postcard survey
results from 20 Indiana counties. Harm Reduction Journal. 2018 Apr 6;15(1):18.

Drug Policy Alliance. An Overdose Death Is Not Murder: Why Drug-Induced Homicide Laws Are Counterproductive and Inhumane [Internet]. Drug Policy
Alliance. 2017 [cited 2018 Aug 14]. Available from: http://www.drugpolicy.org/resource/DIH

Sordo L, Barrio G, Bravo MJ, Indave Bl, Degenhardt L, Wiessing L, et al. Mortality risk during and after opioid substitution treatment: systematic review
and meta-analysis of cohort studies. BMJ. 2017 Apr 26;357:j1550.

Nielsen S, Larance B, Degenhardt L, Gowing L, Lintzeris N. A systematic review of opioid agonist treatments for pharmaceutical opioid dependence. Drug
& Alcohol Dependence. 2017 Feb 1;171:152-3.

Maglione MA, Raaen L, Chen C, Azhar G, Shahidinia N, Shen M, et al. Effects of medication assisted treatment (MAT) for opioid use disorder on functional
outcomes: A systematic review. Journal of Substance Abuse Treatment. 2018 Jun 1;89:28-51.

Thornton JD, Goyat R, Dwibedi N, Kelley GA. Health-related quality of life in patients receiving long-term opioid therapy: a systematic review with meta-
analysis. Qual Life Res. 2017;26(8):1955-67.

Connery HS. Medication-Assisted Treatment of Opioid Use Disorder: Review of the Evidence and Future Directions. Harvard Review of Psychiatry. 2015
Apr;23(2):63.

Sokol R, LaVertu AE, Morrill D, Albanese C, Schuman-Olivier Z. Group-based treatment of opioid use disorder with buprenorphine: A systematic review. J
Subst Abuse Treat. 2018 Jan;84.78-87.

Noska A, Mohan A, Wakeman S, Rich J, Boutwell A. Managing Opioid Use Disorder During and After Acute Hospitalization: A Case-Based Review
Clarifying Methadone Regulation for Acute Care Settings. J Addict Behav Ther Rehabil. 2015;4(2).

The American Journal of Public Health (AJPH) from the American Public Health Association (APHA) publications [Internet]. American Public Health
Association (APHA) publications. [cited 2018 Aug 14]. Available from: http:/ajph.aphapublications.org/

Policy Research Associates, Inc. Completing the Recovery Treatment Continuum: Jail-Based Substance Use Disorder Services. NYS Conference of Local
Menthal Hygiene Directors, Inc.; 2017 Dec.

Indiana Center for Recovery. Indiana Jail Program Helps Inmates Recover [Internet]. Indiana Center For Recovery. 2017 [cited 2018 Aug 15]. Available
from: https://treatmentindiana.com/indiana-jail-program-helps-inmates-recover/

Sharma A, O’Grady KE, Kelly SM, Gryczynski J, Mitchell SG, Schwartz RP. Pharmacotherapy for opioid dependence in jails and prisons: research review
update and future directions [Internet]. Substance Abuse and Rehabilitation. 2016 [cited 2018 Aug 14]. Available from:
https://lwww.dovepress.com/pharmacotherapy-for-opioid-dependence-in-jails-and-prisons-research-re-peer-reviewed-article-SAR

Connery HS. Medication-Assisted Treatment of Opioid Use Disorder: Review of the Evidence and Future Directions. Harvard Review of Psychiatry. 2015
Apr;23(2):63.

Terplan M, Kennedy-Hendricks A, Chisolm MS. Prenatal Substance Use: Exploring Assumptions of Maternal Unfitness. Subst Abuse. 2015 Sep 20;9(Supp!
2):1-4,

Patrick SW, Schiff DM, Prevention C on SUA. A Public Health Response to Opioid Use in Pregnancy. Pediatrics. 2017 Feb 20;620164070.

Zedler BK, Mann AL, Kim MM, Amick HR, Joyce AR, Murrelle EL, et al. Buprenorphine compared with methadone to treat pregnant women with opioid
use disorder: a systematic review and meta-analysis of safety in the mother, fetus and child. Addiction. 2016 Dec;111(12):2115-28.

Persad MD, Staszewski C, Ly V, Garry D, Quirk JG. Characteristics and Outcomes of Unexecuted Postpartum Sterilization in High Risk Low Income
Obstetrical Patients [10R]. Obstetrics & Gynecology. 2018 May;131:197S.

Rudavsky S. “I’'m pregnant, I relapsed on heroin and I don’t want to kill my baby” [Internet]. Indianapolis Star. 2017 [cited 2018 Aug 15]. Available from:
https://www.indystar.com/story/news/2017/11/19/im-pregnant-relapsed-heroin-and-dont-want-kill-my-baby/792228001/

Hamdan AH, Zanelli SA. Neonatal Abstinence Syndrome Treatment & Management: Approach Considerations, Medical Care, Consultations. 2017 Dec 20
[cited 2018 Aug 14]; Available from: https://emedicine.medscape.com/article/978763-treatment

Dashe JS, Jackson GL, Olscher DA, Zane EH, Wendel GD. Opioid detoxification in pregnancy. Obstet Gynecol. 1998 Nov;92(5):854-8.

Korthuis PT, McCarty D, Weimer M, Bougatsos C, Blazina |, Zakher B, et al. Primary Care-Based Models for the Treatment of Opioid Use Disorder: A
Scoping Review. Ann Intern Med. 2017 Feb 21;166(4):268-78.

Brooklyn JR, Sigmon SC. Vermont Hub-and-Spoke Model of Care for Opioid Use Disorder: Development, Implementation, and Impact. J Addict Med. 2017
Aug;11(4):286-92.

Mackin SMC-JR, Finigan MW. What works? The ten key components of drug court: Research-based best practices. Best Practices in Drug Courts. 8(1):6.
Green M, Rempel M. Beyond Crime and Drug Use: Do Adult Drug Courts Produce Other Psychosocial Benefits? Journal of Drug Issues. 2012 Apr
1;42(2):156-77.

Stein BD, Dick AW, Sorbero M, Gordon AJ, Burns RM, Leslie DL, et al. A population-based examination of trends and disparities in medication treatment
for opioid use disorders among Medicaid enrollees. Substance Abuse. 2018 Jun 22;0(0):1-7.

Substance Abuse and Mental Health Services Administration. Buprenorphine Waiver Management [Internet]. SAMHSA. 2018 [cited 2018 Aug 15].
Available from: https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materials-resources/buprenorphine-waiver

Terry N, Silverman RD, Critser R, Hoss A, Beukema E, Sterling C. Legal and Policy Best Practices in Response to the Substance Abuse Crisis: A
Preliminary Report [Internet]. 2018 Mar p. 24. (Grand Challenge: Responding to the Addictions Crisis). Available from:
https://grandchallenges.iu.edu/doc/iu-grand-challenges-legal-and-policy-best-practices.pdf

Terplan M, Kennedy-Hendricks A, Chisolm MS. Prenatal Substance Use: Exploring Assumptions of Maternal Unfitness. Subst Abuse. 2015 Sep 20;9(Suppl
2):1-4,

Reif S, Braude L, Lyman DR, Dougherty RH, Daniels AS, Ghose SS, et al. Peer Recovery Support for Individuals With Substance Use Disorders: Assessing
the Evidence. PS. 2014 Jul 1;65(7):853-61.

Bassuk EL, Hanson J, Greene RN, Richard M, Laudet A. Peer-Delivered Recovery Support Services for Addictions in the United States: A Systematic
Review. Journal of Substance Abuse Treatment. 2016 Apr 1;63:1-9.

38



138.

139.

140.

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

1565.

156.

157.
158.
159.

160.
161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171

172.

173.

Boisvert RA, Martin LM, Grosek M, Clarie AJ. Effectiveness of a peer-support community in addiction recovery: participation as intervention. Occupational
Therapy International. 2008;15(4):205-20.

Joseph B, Walker A, Fuller-Tyszkiewicz M. Evaluating the effectiveness of employee assistance programmes: A systematic review. European Journal of
Work and Organizational Psychology. 2018;27(1):1-15.

Ray B, Grommon E, Buchanan V, Brown B, Watson DP. Access to Recovery and Recidivism Among Former Prison Inmates. Int J Offender Ther Comp
Criminol. 2017 Jun 1;61(8):874-93.

D’Onoftio G, Bernstein SL. Screening, brief intervention and referral of emergency department patients with unhealthy drug use: efficacious or not?
Evidence-Based Mental Health. 2015 Nov 1;18(4):e8-€8.

D’Onoftio G, Chawarski MC, O’Connor PG, Pantalon MV, Busch SH, Owens PH, et al. Emergency Department-Initiated Buprenorphine for Opioid
Dependence with Continuation in Primary Care: Outcomes During and After Intervention. J Gen Intern Med. 2017 Jun;32(6):660-6.

Family Health Team. Have You Tried Using Telemedicine? 7 Pros and Cons [Internet]. Health Essentials from Cleveland Clinic. 2016 [cited 2018 Aug 15].
Available from: https://health.clevelandclinic.org/have-you-tried-usingtelemedicine-7-pros-and-cons/

Wicklund E. How Are States Using Telemedicine to Tackle the Opioid Abuse Crisis? [Internet]. mHealth Intelligence. 2018 [cited 2018 Aug 15]. Available
from: https://mhealthintelligence.com/news/how-are-states-using-telemedicine-to-tackle-the-opioid-abuse-crisis

Telemedicine Pros and Cons, Benefits of Telemedicine [Internet]. eVisit. 2018 [cited 2018 Aug 15]. Available from: https://evisit.com/resources/10-pros-
and-cons-of-telemedicine/

Peters RH, Young MS, Rojas EC, Gorey CM. Evidence-based treatment and supervision practices for co-occurring mental and substance use disorders in the
criminal justice system. Am J Drug Alcohol Abuse. 2017;43(4):475-88.

Collins SE, Lonczak HS, Clifasefi SL. Seattle’s Law Enforcement Assisted Diversion (LEAD): Program effects on recidivism outcomes. Eval Program
Plann. 2017;64:49-56.

Kuhn S. Opioid Addiction and Implications for Employers. Benefits Q. 2017;33(1):33-6.

Watson DP, Ray B, Robison L, Xu H, Edwards R, Salyers MP, et al. Developing Substance Use Programming for Person-Oriented Recovery and Treatment
(SUPPORT): protocol for a pilot randomized controlled trial. Pilot and Feasibility Studies [Internet]. 2017 Dec [cited 2018 Aug 15];3(1). Available from:
https://pilotfeasibilitystudies.biomedcentral.com/articles/10.1186/s40814-017-0212-1

Hillman DJ, Powers P, Taitt SB. Recovery-Oriented Systems of Care (ROSC) Resource Guide. 2010 Sep.

Thom K. Recovery Homes Help People [Internet]. SAMHSA. 2016 [cited 2019 May 29]. Available from: https://www.samhsa.gov/homelessness-programs-
resources/hpr-resources/recovery-homes-help-people

National Association of Recovery Residences. A primer on recovery residences: FAQs from the National Association of Recovery Residences. 2012;
Available from: http://www.narronline.com/

Bauer-Reese J. There’s a New 12-Step Group: Medication-Assisted Recovery Anonymous [Internet]. Slate Magazine. 2018 [cited 2018 Aug 15]. Available
from: https://slate.com/technology/2018/04/theres-a-new-12-step-group-for-people-in-recovery-who-are-prescribed-medications-like-methadone.html

Brico E. 12-step meetings should stop shunning medication-assisted therapy [Internet]. STAT. 2017 [cited 2018 Aug 15]. Available from:
https://www.statnews.com/2017/10/04/medication-assisted-therapy-12-step/

Rudavsky S. Greenwood judge is first to offer medical device to kick heroin [Internet]. Indianapolis Star. 2017. Available from:
https://www.indystar.com/story/news/2017/02/01/court-first-offer-device-ease-drug-withdrawal/97300568/

Side Effects Public Media. Questions Raised About Study of Device to Ease Opioid Withdrawal [Internet]. NPR.org. 2018 [cited 2018 Aug 15]. Available
from: https://www.npr.org/sections/health-shots/2018/05/02/602908208/questions-raised-about-study-of-device-to-ease-opioid-withdrawal

Patrick SW, Schiff DM, Prevention C on SUA. A Public Health Response to Opioid Use in Pregnancy. Pediatrics. 2017 Feb 20;620164070.
Marlatt GA. Harm reduction: come as you are. Addict Behav. 1996 Dec;21(6):779-88.

Galanter M, Dermatis H, Post S, Santucci C. Abstinence From Drugs of Abuse in Community-Based Members of Narcotics Anonymous. Journal of Studies
on Alcohol and Drugs. 2013;4.

Narcotics Anonymous. Narcotics Anonymous [Internet]. 2018 [cited 2018 Aug 15]. Available from: https://www.na.org/

White WL. Narcotics Anonymous and the Pharmacotherapeutic Treatment of Opioid Addiction in the United States. Philadelphia Department of Behavioral
Health and Intellectual disAbility Services and the Great Lakes Addiction Technology Transfer Center; p. 64.

Pros and Cons of 12 Step Recovery Programs for Addiction Treatment [Internet]. DrugRehab.org. [cited 2018 Aug 15]. Available from:
https://www.drugrehab.org/pros-and-cons-of-12-step-recovery-programs-for-addiction-treatment/

Prendergast M, Farabee D, Cartier J, Henkin S. Involuntary Treatment Within a Prison Setting [Internet]. [cited 2016 Feb 26]. Available from:
http://cjb.sagepub.com/content/29/1/5.short

Mueller SR, Walley AY, Calcaterra SL, Glanz JM, Binswanger IA. A Review of Opioid Overdose Prevention and Naloxone Prescribing: Implications for
Translating Community Programming into Clinical Practice. Subst Abus. 2015;36(2):240-53.

Lewis CR, Vo HT, Fishman M. Intranasal naloxone and related strategies for opioid overdose intervention by nonmedical personnel: a review. Subst Abuse
Rehabil. 2017 Oct 11;8:79-95.

Chou R, Korthuis PT, McCarty D, Coffin PO, Griffin JC, Davis-O’Reilly C, et al. Management of Suspected Opioid Overdose With Naloxone in Out-of-
Hospital Settings: A Systematic Review. Annals of Internal Medicine. 2017 Dec 19;167(12):867.

Holton D, White E, McCarty D. Public Health Policy Strategies to Address the Opioid Epidemic. Clinical Pharmacology & Therapeutics. 2018 Jun
1,103(6):959-62.

Wermeling DP. Review of naloxone safety for opioid overdose: practical considerations for new technology and expanded public access. Ther Adv Drug Saf.

2015 Feb;6(1):20-31.

Penm J, MacKinnon NJ, Boone JM, Ciaccia A, McNamee C, Winstanley EL. Strategies and policies to address the opioid epidemic: A case study of Ohio.
Journal of the American Pharmacists Association. 2017 Mar 1;57(2):S148-53.

Moore K. Treatment Services Update [Internet]. Division of Mental Health and Addiction: Indiana Commision to Combat Drug Abuse; 2018 Feb p. 27.
Available from: https://www.in.gov/recovery/filesslkK M_Drug%20Commission%202.9.18.pdf

Horton M, McDonald R, Green TC, Nielsen S, Strang J, Degenhardt L, et al. A mapping review of take-home naloxone for people released from correctional
settings. International Journal of Drug Policy. 2017 Aug;46:7-16.

Associated Press. Chicago inmates are getting Narcan upon their release. New York Post [Internet]. 2017 Jul 29 [cited 2018 Aug 15]; Available from:
https://nypost.com/2017/07/29/chicago-inmates-are-getting-narcan-upon-their-release/

McDonald R, Strang J. Systematic review: Do take-home naloxone programs effectively reduce opioid overdose deaths? A Bradford Hill analysis. Drug &
Alcohol Dependence. 2017 Feb 1;171:e137.

39



174.

175.

176.

177.
178.

179.

180.

181.

182.

183.

184.

185.

186.

187.

188.

189.

190.
191.

192.

193.
194.

195.

196.

197.

198.

199.

200.
201.

Sightes E, Ray B, Watson DP, Huynh P, Lawrence C. The Implementation of Syringe Services Programs (SSPs) in Indiana: Benefits, Barriers, and Best
Practices [Internet]. Community Health Engagement and Equity Research: IU Richard M. Fairbanks School of Public Health and IU School of Public and
Enviromental Affairs; 2018 May p. 10. Available from: https://fsph.iupui.edu/doc/research-centers/SSP_Report_20180516.pdf

Ducharme J. The Country’s First Safe Injection Facility May Soon Open in Philadelphia. Here’s What You Need to Know [Internet]. Time. 2018 [cited 2018
Aug 15]. Available from: http://time.com/5128626/safe-injection-facilities-us-philadelphia/

Irwin A, Jozaghi E, Weir BW, Allen ST, Lindsay A, Sherman SG. Mitigating the heroin crisis in Baltimore, MD, USA:: a cost-benefit analysis of a
hypothetical supervised injection facility. Harm Reduction Journal. 2017 May 12;14(1):29.

Ng J, Sutherland C, Kolber MR. Does evidence support supervised injection sites? Can Fam Physician. 2017 Nov;63(11):866.

Potier C, Laprévote V, Dubois-Arber F, Cottencin O, Rolland B. Supervised injection services: what has been demonstrated? A systematic literature review.
Drug Alcohol Depend. 2014 Dec 1;145:48-68.

Watson DP, Shuman V, Kowalsky J, Golembiewski E, Brown M. Housing First and harm reduction: a rapid review and document analysis of the US and
Canadian open-access literature. Harm Reduction Journal. 2017 May 23;14(1):30.

Gilmer MC. Penn Place offers new home for Indy’s homeless [Internet]. Indianapolis Star. 2016. Available from:
https://www.indystar.com/story/life/2016/02/19/penn-place-new-home-indianapolis-homeless-housing-first/79829682/

Lewis CR, Vo HT, Fishman M. Intranasal naloxone and related strategies for opioid overdose intervention by nonmedical personnel: a review. Subst Abuse
Rehabil. 2017 Oct 11;8:79-95.

Kinsman JM, Robinson K. National Systematic Legal Review of State Policies on Emergency Medical Services Licensure Levels” Authority to Administer
Opioid Antagonists. Prehospital Emergency Care. 2018 Feb 27;0(0):1-5.

Ostling PS, Davidson KS, Anyama BO, Helander EM, Wyche MQ, Kaye AD. America’s Opioid Epidemic: a Comprehensive Review and Look into the
Rising Crisis. Curr Pain Headache Rep. 2018 May 1;22(5):32.

Chou R, Korthuis PT, McCarty D, Coffin PO, Griffin JC, Davis-O’Reilly C, et al. Management of Suspected Opioid Overdose With Naloxone in Out-of-
Hospital Settings: A Systematic Review. Annals of Internal Medicine. 2017 Dec 19;167(12):867.

Sightes E, Watson DP, Silverman RD, Coons L. The Need for Indiana to Update Its Current Drug Overdose Good Samaritan Law. Center for Community
Health Engagement and Equity Research: Richard M. Fairbanks School of Public Health; 2018 May.

Substance Abuse and Mental Health Services Administration. Preventing the Consequences of Opioid Overdose: Understanding Naloxone Access Laws.
SAMHSA’s Center for the Application of Prevention Technologies: SAMHSA; 2017 Jul.

National Conference of State Legislatures. Drug Overdose Immunity and Good Samaritan Laws [Internet]. National Conference of State Legislatures. 2017
[cited 2018 Aug 15]. Available from: http://www.ncsl.org/research/civil-and-criminal-justice/drug-overdose-immunity-good-samaritan-laws.aspx

McGinty EE, Barry CL, Stone EM, Niederdeppe J, Kennedy-Hendricks A, Linden S, et al. Public support for safe consumption sites and syringe services
programs to combat the opioid epidemic. Preventive Medicine. 2018 Jun 1;111:73-7.

Sawangjit R, Khan TM, Chaiyakunapruk N. Effectiveness of pharmacy-based needle/syringe exchange programme for people who inject drugs: a systematic
review and meta-analysis. Addiction. 2017 Feb 1;112(2):236-47.

Harm Reduction Coalition. Fentanyl [Internet]. Harm Reduction Coalition. [cited 2018 Aug 15]. Available from: http:/harmreduction.org/issues/fentanyl/
Sherman S, Park JN, Glick J, Christensen T, Morales K. Fentanyl Overdose Reduction Checking Analysis Study. Johns Hopkins Bloomberg School of Public
Health; 2018 Feb.

Sep. 18,2017. ‘Safe Stations’ Program Offers Path to Recovery for Opioid, Heroin Addicts [Internet]. NACo. [cited 2019 May 29]. Available from:
https://lwww.naco.org/articles/%E2%80%98safe-stations%E 2%80%99-program-offers-path-recovery-opioid-heroin-addicts

Rocky Mountain High Intensity Drug Trafficking Area. The Legalization of Marijuana in Colorado: The Impact. 2017 Oct p. 176. Report No.: 5.

Smith KZ, Ravven S, Boyd JW. The impact of cannabis use on opioid- dependence treatment: A systematic review. Drug & Alcohol Dependence. 2015 Jan
1;146:101-2.

Lange K. Indiana takes small step toward legalizing medical marijuana as House votes to study issue [Internet]. Indianapolis Star. 2018. Available from:
https://www.indystar.com/story/news/politics/2018/01/25/indiana-takes-small-step-toward-legalizing-medical-marijuana-house-votes-study-
issue/1049362001/

Johns SE, Bowman M, Moeller FG. Future Directions Incorporating Novel Medications to Reduce Repeat Overdose. Curr Treat Options Psych. 2018 Sep
1;5(3):313-22.

Calfas J. Colorado’s Booming Marijuana Industry Is Helping Fight Homelessness and Addiction [Internet]. Money. 2017 [cited 2018 Aug 15]. Available
from: http://time.com/money/4801768/colorado-marijuana-industry-tax-revenue/

Maher DP, Carr DB, Hill K, McGeeney B, Weed V, Jackson WC, et al. Cannabis for the Treatment of Chronic Pain in the Era of an Opioid Epidemic: A
Symposium-Based Review of Sociomedical Science. Pain Med [Internet]. [cited 2018 Aug 15]; Available from:
https://academic.oup.com/painmedicine/advance-article/doi/10.1093/pm/pnx143/3964518

Vyas MB, LeBaron VT, Gilson AM. The use of cannabis in response to the opioid crisis: A review of the literature. Nursing Outlook. 2018 Jan 1;66(1):56—
65.

Rocky Mountain High Intensity Drug Trafficking Area. The Legalization of Marijuana in Colorado: The Impact. 2017 Oct p. 176.

Calfas J. Colorado’s Booming Marijuana Industry Is Helping Fight Homelessness and Addiction [Internet]. Money. 2017 [cited 2018 Aug 15]. Available
from: http://time.com/money/4801768/colorado-marijuana-industry-tax-revenue/

40



I Y

PUBLIC POLICY INSTITUTE
WAYNE STATE
CENTER FOR HEALTH School of Social Work

& JUST'CE RESEARCH Center for Behavioral Health and Justice




